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LATE REHABILITATION OF THE INJURED 
A SURVEY OF SEVEN YEARS’ EXPERIENCE IN AN INDUSTRIAL CLINIC 


ALEXANDER MILLER, M.B., F.R.C.S.Ed. 


Regional Consultant Orthopaedic Surgeon, E.M.S., Scotland, and Lanarkshire Orthopaedic Association ; 
Senior Assistant Surgeon, Fracture Department, Victoria Infirmary, Glasgow 


Informed opinion is agreed that rehabilitation of the 


_ injured is inseparable from early treatment of the 


original trauma, and the importance of this was 
adequately stressed in the Delevingne Report of 1936 
(British Medical Journal, 1937. 1, 1218 ; 1939, 2, 417, 461). 
Since time must elapse, however, before the changes recom- 
mended in such a report are generally accepted, some 
measure of compromise is necessary to encourage further 
progress, and the work of the Lanarkshire Orthopaedic 
Association is an attempt to improve some of the existing 
anomalies. The following report is a survey in narrative 
of the work of this association to date. 


Before the presem war, regional hospital service in Scotland 


had not developed to the same extent as in England, and thus 
it happened that the large industrial county of Lanarkshire, 
where coal-mining constitutes a major source of employment, 
depended mainly on Glasgow for all hospital and out-patient 


treatment. Trauma is a common occurrence in the mining . 


industry, and as a result of this there were accumulating an 
increasing number of patients who had recovered in part from 
their original trauma but who were still scarcely well enough 
to return to their previous occupation. This raised among 
medical practitioners the question of providing a centre in 
the county where provision might be made for further 
treatment of these cases. 

Following on a number of preliminary meetings with 
representatives of all those interested in the problem, an 
Orthopaedic Association was formed in 1935 with an Executive 
Committee consisting of six: members of the body known as 
the Lanarkshire Medical Practitioners’ "Union, three members 
of the Coalmasters’ Association, and three members of the 
Mineworkers’ Union. It was agreed that maintenance costs 
should be borne equally by the mineworkers and coalmasters, 
and that a grant towards equipment should be made by the 
Miners’ Welfare Committee. The problem of travelling 
expenses for patients attending the clinic necessarily arose, 
and this difficulty was overcome by the coalmasters making 
a grant to cover these. 

The first session of the clinic was held in May, 1935, at 
Motherwell, a central town providing easy access by rail and 
road from all the surrounding mining areas. Accommodation 
was provided in the out-patient premises of the County Fever 
Hospital, whose x-ray facilities were placed at the service of 
the clinic. In the course of the first.two years three further 
treatment centres were opened in welfare institutes adjacent 
to the main industrial centres. 

The Ideal Aimed At.—At the beginning of the experiment 
it was stressed that the objective was the segregation of all 
injured employees at the earliest possible time. Unity of control 
throughout the period of treatment, and until full working 
capacity or maximum improvement was obtained, was highly 


desirable ; but, since hospital facilities were not at present 
available locally, it was indicated that an attempt would be 
made to ‘deal with that group of patients comprising the late 
stages of trauma. 

Staff and Equipment 

An orthopaedic surgeon controls the activities of the clinic 
and has the right to refuse treatment where this is unlikely 
to further the progress of the patient. In a clinic of this 
nature such a mandate is important, as otherwise patients who 
are out of work might be apt to look on the clinic as a club 
centre and thus falsify statistics, or at least give an untrue 
picture of the position. Treatment is carried out by an 
orthopaedic sister who is also a qualified masseuse. During the 
past year a secretary and a liaison officer have been added 
to the staff. The duties of the liaison officer are referred 
to later. 

On the surgeon’s recommendation it was originally decided 
to equip the clinic with simple radiant-heat baths and to add 
apparatus as circumstances demanded. The wisdom of this 
decision has been amply demonstrated in practice, for, apart 
from a heavy rowing-machine and plinths, all other apparatus 
has been devised from simple ropes, pulleys, and sandbags. 
In treating this type of patient the essential requirement is 
a well-trained orthopaedic sister, with personality and patience 
rather than an academic knowledge of electro-magnetism. 


Working of the Clinic 

There was some antagonism to the scheme in its early months, 
for the workman tended to view it as an attempt to coerce 
him to return to his labour, and the surgeon was apt to 
appear to him as an ally of the compensation authorities. 
At first there were many prolonged and heated arguments 
related to these points, but gradually the clinic came to be 
accepted purely as a treatment centre which had no aim beyond 
that of aiding and perhaps accelerating the return of the 
patient to full physical well-being. Two principles have been 
adhered to throughout and have helped to win the confidence 
of the patient. First, the surgeon’s record cards are private, 
and the only progress notes sent out are dispatched direct to 
the patient’s own doctor. Secondly, no medical reports are 
made by the surgeon on behalf of either patient or employer. 
This I believe to be an indispensable rule in the working of 
this type of clinic ; otherwise, the possible appearance in the 
law courts of the surgeon in charge tends to create a suspicion 
of bias and invalidates the usefulness of the clinic as a purely 
therapeutic centre. Personal experience has shown that this 
has encouraged the patients to be frank in stating their views, 
their fears, and their grievances, so that they often seek advice 
before coming to a decision in respect of the particular 
difficulties of their problem. From this factor has emerged 


a social aspect to the problem of those injured in industry . 


which, in the view of many of those concerned, is being 
inadequately dealt with. 
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Type of Patient 

It is unusual to see a patient who has not been under treat- 
ment elsewhere for some time. The period varies in the case 
of a soft-tissue injury from a few days to six months, and in the 
case of a fracture from months to years. In most instances no 
notes of previous treatment accompany the patient, and previous 
records are often difficult to obtain and frequently incomplete. 
A considerable number of patients not inaptly illustrate the 
expression “ broken men.” 

The great proportion of patients are in receipt of compensa- 
tion, although some are receiving national health insurance 
benefit. In the past two years there has been an increase in 
the number of patients seeking treatment while still attending 
their work, and there has been a tendency to refer minor 
injuries at an earlier date, but, on the whole, the bulk of the 
patients conform to the comprehensive title suggested above. 

In the early months of the clinic’s activity attempis were 
made to tackle the problem of providing “light work ”’ in the 
mining industry, and in 1937 the Executive Committee finally 
agreed to a formula of occupational therapy in the form of 
“‘ alternative work.” The mineworkers stipulated that this work 
should not include such duties as those at present performed 
by the aged or by young boys, but should consist of some 
alternative duty specially provided. Agreement was reached 
by deciding “ that in any instance where the surgeon considered 
that the patient would benefit from alternative work, then 
suitable duties should be provided at the rate of 25s. per week 
in addition to patient’s compensation allowance, based on the 
earning capacity of 25s. per week.” It was made a condition 
that this should not prejudice the patient if any later disagree- 
ment occurred regarding his physical fitness and where an 
appeal was made to the medical referee. 

In practice this scheme was difficult to administer, as its 
hope of success lay in the full co-operation of everyone con- 
cerned, and it became clear that the presence of a liaison 
officer, to act as an intermediary in the home and at the pit- 
head, was necessary. 


Social Service and the Liaison Officer 


Experience of the valuable work which a trained almoner 
was accomplishing in an orthopaedic and fracture clinic to 
which I am attached pointed the way to a solution of many 
problems. As the patient gained confidence in the clinic 
workers he occasionally revealed problems of his private life 
which were greatly aggravating his physical burdens, and the 
advantages to be gained from the services of a trained almoner 
were placed before the committee. The suggestion of such 
an appointment did not meet with whole-hearted approval, 
the main opposition coming from the miners’ representatives, 
who feared that such an arrangement would interfere with the 
liberty of the men and the privacy of their homes. In 1940, 
however, it was agreed to allow a trained almoner to work 
under the direction of the surgeon for a probationary period 
of six months. Her duties consisted in visiting the home of 
each patient, where her help in solving domestic burdens in 
cases of family illness, in arranging holiday convalescence, and 
in obtaining suitable training for younger members of the 
family earned general gratitude. 

Contact was made with the unemployment bureau, with the 
industrial firms in the county, and more particularly with the 
various colliery managers. This personal approach has done 
a great deal to enlist sympathy and help. In the colliery, 
special work was arranged for 14 recommended cases in the 
first few months. Graduated duties were also arranged for 
many patients so that they might accustom themselves to the 
routine of their previous work. Similarly, where wet workings 
were often responsible for broken time in cases of the 
“ rheumatic diathesis,” arrangements were made to give recom- 
mended cases more favourable working conditions. In the 
past year 87 employees have benefited by this arrangement. 
Many relatively trivial matters were also dealt with, and the 
action taken has promoted a better mutual understanding of 
real or apparent grievances. 

Recently, the emergence of the Government Training Scheme 
has opened up a wide field of possibilities for dealing with 
many of the problems of late rehabilitation, but the personal 
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approach of the liaison officer to industrial concerns in the 
county has up till now yielded more immediate results. 


Clinical Conditions 


The complaint is usually one of pain, swelling, deformity, 
or stiffness related to the limbs or trunk. The proportion of 
_Soft-tissue injuries is greater than that of fractures, and by 
the time the patients are first seen healing of bone is almost 
invariably .established. 

Recently a card index has been prepared so that a more 
accurate statistical record may be made, but this is only due 
to be brought into operation now. It is based on the punch 
record system.* The back of the card is reserved for treatment 
and progress notes. 

Trauma and Arthritis.—In injuries affecting the muscle-joint 
system signs of arthritis are often detected clinically and radio- 
logically, especially in the knee, hip, and spine. Radiological 
evidence of arthritis is very uncommon in the shoulder-joint 
proper even where clinical evidence is unmistakable, but 
irregularity of the acromio-clavicular joint is not unusual. 
Indications of arthritic change in other parts of the muscle-joint 
system are the rule even although these have remained 
symptomless to date. During routine examination clinical 
evidence of arthritis is sometimes detected in relatively young 
miners without any previous disability having occurred, and 
it is clear that this factor will predispose to joint injury and 
incapacity. The working conditions of cramped posture, damp, 
and repeated minimal traumata are all accepted factors pre- 
disposing to osteo-arthritis, and this relation of trauma to 
arthritis is an ever-present one in the mining industry. Spinal 
injuries due to twist or strain are notoriously common, and 
here again underlying arthritic changes which have been 
present over years of work in the mines are usually evident. 
The superimposed trauma is literally the “ last straw,” and the 
result is prolonged incapacity. 

Age.—Tissues show the usual evidence of wear and tear 
from arduous work in the mines, but age in actual years plays 
little part in deciding working conditions for the individual. 
Not infrequently men between 60 and 70 are still actively 
engaged in work at the coal face, and although it is obvious 
that they are becoming more liable to injury it often requires 
some “accident” to bring about their retirement from labour. 
Frequently we see youths and young adults who are quite 
unsuitable for working conditions below ground and who are 
heading for early invalidism unless transferred to more suitable 
surroundings. Their attendance at the clinic is due to their 
working at a strain quite beyond their physical capacity. 

Mental Attitude——As a group the mining community is not 
nervous, though a few individuals have had their confidence 
shaken by imprisonment under falls from the roof and will 
not be fit for duty again if this necessitates return to their 
previous environs. On the whole they accept the discomforts 
of work with little complaint, but when faced with injury 
are unyielding in their demands for retribution. They are 
keen on any hazard, and thus are tempted to gamble with 
the “lump sum” settlement. Their generosity to an injured 
colleague is common knowledge: we had a recent example of 
this when a group on pay-day subscribed enough to purchase 
the “ best artificial limb” for a disabled colleague rather than 
delay until “Charitable Boards’ came to a decision. 


» 


Treatment 


Experience at this clinic has shown the importance of the 
social aspect of rehabilitation of those injured in industry, and 
in my opinion it should form an integral part of any com- 
prehensive scheme. A change of environment was desirable 
in many of the patients examined, and this was arranged by 
encouraging a greater use of the facilities existing in the Miners’ 
Convalescent Home. It entailed a break in continuity of treat- 
ment at the clinic; but the patients were never away for 
longer periods than 7 to 14 days, and the occasion was thus 
used in the nature of a complete change from home and treat- 
ment. In 1938, however, the advantage of a residential 
rehabilitation centre in country surroundings was advocated 
as a reason for further extension of the scheme, and the 
committee still had this matter under consideration when war 
supervened. At present the difficulty is being partly overcome 
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by utilizing accommodation in an E.M.S. country hospital 
where the facilities of an orthopaedic service are available 
under the same surgical supervision as the clinic. 

Only the principles of treatment will be mentioned here, as 
routine exercises vary little in nature from those described 
in recent articles on rehabilitation by Watson-Jones, Nicoll, 
and others. Most of the patients have local heat applied 
to the affected part, and a simple radiant-heat bath has proved 
adequate for this purpose in practically all cases. Active 
exercises are carried out on a graduated scale, and resistance 
exercises are begun as soon as muscle power justifies this. 
Recourse to passive stretching is seldom made, and then only 
under surgical guidance, but manipulation under general 
anaesthetic is occasionally required. In such instances the 
patient is transferred to hospital for at least a 48-hour period 
to ensure immediate post-manipulation co-operation in exercises. 
Electrical stimulation of an atrophied muscle is rarely practised 
after voluntary contraction is obtained, greater reliance being 
placed in the re-educational skill of the orthopaedic sister than 
in the effects of electrical stimulation. 

Each patient is taken individually until he understands his 
instructions, and thereafter he is transferred to a class in which 
the competitive spirit is encouraged. The introduction of 
exercises to music was a popular innovation, and is now routine 
in all class exercises. At a later stage in treatment, when the 
patient is approaching fitness for work, he is encouraged to 
use the implements of his trade, but these have no place in 
the early stages of treatment. It is important that working 
posture be fully appreciated in any scheme of treatment, and 
in order that this might be understood and applied, the staff 
have visited the coal-mines and noted the attitudes adopted 
for each branch of the work. This knowledge has also proved 
of benefit when giving advice regarding suitable graduated 
duties before a patient returns to his previous work. 

Some patients need local splintage as a temporary measure to 
support weak muscles during their stage of recovery. Others. 
again, require a more permanent type of support to aid function, 


as in drop-foot, or to control painful movements of a joint 


in the presence of gross arthritis. 

As previously stated, the greater part of the equipment used 
in the clinic is devised by the orthopaedic sister from simple 
ropes, weights, and pulleys. 


Some Unusual Anomalies 
Compensation 

Case 1-—A patient, after a crush injury at work, was left with 
spastic paralysis of lower limbs and permanent incontinence 
of bowel and bladder. He was first seen at the clinic following 
on two years’ recumbency treatment, and after instruction was 
finally able to walk by the aid of spinal brace, callipers, and 
stick support. To relieve the monotony of existence he opened 
a small shop in his own home, but was advised that any attempt 
on his part to serve behind the counter would result in his 
compensation being reduced to that of partial incapacity. 

Case 2.—Following on compound fracture of a lower limb 
with resultant knee and ankle stiffness the patient’s general 
condition improved and he was advised to do home gardening 
to accustom himself to shovelling, etc. He was agreeable, but 
reported later to say he was informed that this would result 
in his ,being classified as fit for light work. Though this was 
possibly true, it delayed purposeful re-educational exercise in 
a willing patient. 

Legal 

Case 3.—A patient who had almost fully recovered from his 
injury was advised to consider return to graduated duties when 
reporting to his compensation board in a few days’ time. He 


.seemed troubled regarding this suggestion, and explained that 


he was under legal advice. It transpired in subsequent discus- 
sion that his law agent lived some 80 miles away, that he had 
never seen his agent, and that his case had been booked by a 
colleague who acted as a tout on a commission basis. 


Trade Union 

Case 4.—A patient under 18 years of age lost his leg as a 
result of an accident at his work and showed a desire to take 
an alternative vocational training. Arrangements were made 
for his absorption into selected secretarial work, but he was 
counselled by his union to delay settlement until his claim 
could be considered on an adult basis, it being stated that if he 
sought training prior to settlement it would prejudice his case. 
This introduced the psychological problem of possible change 
in mental attitude of a young patient during a long period of 


inactivity and a probable lost opportunity of training. The 
patient’s guardian agreed to accept the personal responsibility 
of settlement and immediate training. 


Results 

It has been difficult to keep a close and accurate follow-up 
of all cases discharged from treatment since the clinic started, 
but this has been rendered easier since the appointment of the 
liaison officer, and it is hoped it will be less laborious with 
the new index system of records. In the earlier years, statistics 
were maintained by reports from new patients concerning the 
activities of previous patients known to them either through 
domestic or working contacts—the freemasonry of the miner— 
or Md direct communication. The results are shown in the 
Table. 


| 
| Cases Unsuitable Cases Returned to 


No. of Patients Full Duty or Settled 


Annual Report 


Examined for Treatment | and Working 
1935-6 | 133 20 123 (75%) 
1936-7 | 221 14 | 136 (65%) 
1937-8 325 25 208 (69°) 
1938-9 378 36 270 (78%) 
1939-40 350 | 18 229 (68%) 
1940-1 414 19 303 (742) 
1941-2 385 37 274 (78%) 
Conclusions 


Early treatment of traumatic cases under unity of control 
is desirable until return to duty or maximum recovery. From 
experience in the present clinic this would be possible on 
a regional basis in Scotland by development of the after-care 
clinic system under the control of a central traumatic unit. 
The scheme should include a residential rehabilitation centre. 

Treatment entails knowledge of the mental attitude of the 
disabled as well as of their physical complaints. This is best 
acquired at present by staff under training in an orthopaedic 
hospital, where they learn to appreciate many problems of the 
disabled during convalescence and where the advantages of 
vocational training are seen. 

In an industrial clinic it is desirable that the staff visit the 
various industries in their region so that they may appreciate 
fully the working posture of the patient and may be able also 
to suggest possible graduated light duties in the patient’s trade. 

The clinic should be under the direction of an orthopaedic 
surgeon whose case records are strictly confidential and who 


' should refrain from issuing medical reports, on patients under 


his care, for purposes of litigation. 

A liaison officer who has had training as a hospital almoner 
is indispensable in work of this kind. The social aspects of 
this problem are not sufficiently appreciated, and extension of 
social service will do much to solve many of the problems 
existing between workman and employer. 

Anomalies in the Compensation Act are well known to all, 
and the cases here recorded demonstrate some unusual occur- 
rences and suggest obvious and easily effected improvements 
for these. Many other aspects of this particular problem are 
beyond the scope of discussion in this paper. 

Trauma and arthritis are inseparable in many patients from 
the coal-mining industry. Some method of periodic medical 
supervision of the employees would be an advantage, so that 
with advancing years and decrease of physical power the miner 
could be recommended for less arduous duties. It might be 
possible to adjust wages by introducing a contributory pension 
scheme. 

The mining industry has only limited scope for employing 
those patients left with residual disability, and it is desirable 
that regional rehabilitation and training schemes be established 
for co-operation between heavy and light industries. The 
recently introduced Government Training Scheme promises a 
solution to this problem, but it requires to make some more 
definite arrangements for the patient who is still in receipt 
of compensation because of residual disability. 
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FIRST-AID PROPHYLACTIC TREAT- 
MENT OF THE COMPRESSION 
SYNDROME (“CRUSH 
SYNDROME”) 


BY 


DAVID H. PATEY, M.S.Lond., F.R.C.S. 
Surgeon with charge of Out-patients at the Middlesex Hospital ; 
Surgeon, E.M.S. 


AND 


J. DOUGLAS ROBERTSON, M.D., D.Sc., D.P.H. 
Clinical Chemical Pathologist to the Middlesex Hospital 


(From the Wards and the Courtauld Institute, Middlesex 
Hospital) 


The destruction of civilian property by air raids has been 
responsible for the recognition of a new clinical syndrome 
with characteristic features and often running a typical and 
fatal course. There is a history that the patient was in a 
building which collapsed after a bomb hit, and that a limb 
was pinned down by a beam or heavy object for several 
hours before release. Immediately on rescue the victim 
may look surprisingly well despite burial under debris for 
many hours. But some hours later the patient becomes 
gravely ill from shock, and, if this phase is successfully 
overcome, within 24 hours or so fresh anxiety arises owing 
to haematuria anda low urinary output. Despite measures 
directed towards stimulating diuresis, the oliguria becomes 
progressively more marked, terminating in anuria and 
death from uraemia. The limb that had been pinned down 
becomes very swollen and hard with oedema soon after its 
release from the pressure, and is partly or completely 
paralysed from nerve compression. 


Aetiology : A New Conception 


This syndrome has been referred to as the “ crush syndrome,” 
perhaps incorrectly ; for crushing and pulping of the tissues 
is not a striking feature. On the contrary, it is much more 
typical for the limb to show no evidence of damage except 
for some skin abrasions at the site of the compression. A 
more accurate descriptive term would be “compression 
syndrome.” The cause of this syndrome has given rise to 
much speculation, and most theories incline to the view that 
it is the result of a toxin produced in or by damaged tissue. 
Treatment based on this hypothesis, however, has been very 
disappointing, and most surgeons in charge of such cases have 
had the distressing experience of seeing their patients pass 
from a good general condition to death from anuria despite 
heroic measures to re-establish the urinary flow. After similar 
experiences, in March, 1941, we considered that the toxic theory 
and the treatment based on it were wrong. Instead of the 
toxic theory based on the release of toxic metabolites from 
damaged muscles, we thought the compression syndrome might 
be simply due to a loss of blood constituents from the circula- 
tion into the tissues of the limb, the capillaries of which had 
temporarily lost their function through the long compression. 
Certain findings seemed to support this conception, including 
a depletion of the plasma proteins and a very marked swelling 
of the limb. Indeed, the swelling of the limbs in the fatal 
cases was so pronounced that small abrasions in the skin were 
weeping plasma copiously. It became obvious that fluids 
given intravenously drained into a toneless flaccid limb, the 
fluid capacity of which must be enormous. 


Treatment by Positive Pressure 


While we were unable to give a complete explanation of 
the renal phase of the syndrome, we decided to introduce a new 
form of treatment based on this new conception of the problem. 
The treatment aimed at restoring extravasated fluid back from 
the oedematous limb into the circulation. The particular 
method we used was intermittent positive pressure up to 


60 mm. Hg applied through a specially made large blood- 
pressure cuff firmly bandaged to the limb and conrected with 
a pavaex motor. In June, 1941, we published reports of two 
cases successfully treated on these lines. 

Since this publication we have had no opportunity of treating 
additional cases. Strong experimental support for our view, 
however, appeared in a recent paper by Duncan and Blalock 
(1942). Employing dogs, they have produced a condition 
similar to the compression syndrome of man. 
found that if the affected limbs were immediately placed in 
a pneumatic cuff with a pressure of 40 mm. Hg approximately 
75% of the animals recovered, whereas in the control series 
the recovery rate was only approximately 5%. We (Patey 
and Robertson, 1942) have recently drawn attention to the 
confirmatory work of Duncan and Blalock and suggested that 
routine treatment on the principle we originally recommended 
is now justified. 


Application of the Method 


The object of the present communication is to consider the 
application of the principles outlined by us to first-aid treat- 
ment. On our views there would seem to be a justifiable hope 
that if a simple standard form of first-aid treatment were 
adopted as soon as a limb had been released from compression 
many cases of the syndrome would be prevented. But the 
mere advice to “apply a firm bandage” is not enough. We 
have studied the question by bandaging on top of a blood- 
pressure cuff applied to a limb, and noting the increase of 
pressure produced. With different types of bandage applied 
in different ways, a wide variety of pressure readings were 
obtained, varying from ineffective pressure to dangerous 
pressure occluding the arterial circulation. The factors con- 
cerned in pressure produced by bandaging are, first, the force 
with which the bandage is applied ; secondly, the elastic force 
of the bandage and the degree to which this is stretched ; 
and, thirdly, the number of turns to any given length of limb. 
We started from the basis that on the facts at present available 
the pressure to be aimed at was somewhere between 40 mm. Hg 
(used in dogs by Duncan and Blalock) and 60 mm. Hg (used 
by us). After this we rejected a number of types of bandage 
as unsatisfactory—the domette because of its lack of elasticity ; 
the crépe because of its tendency to stretch and lose its 
elasticity ; and rubber bandages because of the danger of too 
great pressure and occlusion of arterial supply. We also thought 
an adhesive bandage undesirable as not allowing for adjustment 
and reapplication. 

Finally we decided on an elastic web bandage made to the 
pattern of Dickson Wright (by Messrs. Down Bros.), the width 
of which is a fraction under 
3 in. This is a strong bandage 
of standard strength and elas- 
ticity, the latter of which is not 
easily lost. If this bandage is 
applied from below upwards 
stretched to double its un- 
stretched length, with each turn ' 
partially covering the previous 
turn so that 3/4 in. of the 
lower edge of the latter projects 
below the fresh turn (see Fig.), 
an approximate pressure of 40 
to 60 mm. Hg is obtained. One 
or two small practical hints 
may be given. The bandage 
should be applied direct to the 
limb without the intervention 
of clothing, which will interfere 
with the effective pressure. The ; 
degree of stretch can easily be assessed if the bandage 1s marked 
along its lower edge at 1/2-in. intervals. Most people can 
easily judge 1 in., the distance to which the marks have to be 
stretched: as a simple check, a halfpenny coin is 1 in. in 
diameter. Care should be taken to see that the stretch is 
equal all round; there is a tendency to stretch the bandage 
to the correct distance in front but not to stretch it sufficiently 
at the back and sides. We have found that this error 
is best avoided by applying the bandage in short segments 
at a time rather than in long loops. The 3/4-in. margin can 
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be assessed by noting some convenient longitudinai line on 
the bandage. Only a light force with the forearm is required 
to stretch the bandage to the correct degree, and it should be 
possible with a little practice for even the inexperienced in 
bandaging to apply it correctly. In order to avoid oedema 
below the lower limit of the bandage, the foot and hand should 
be included. We have found that 2 or 3 bandages are required 
to cover completely the lower limb, and 1 or 2 for the upper 
limb. 


The question next arises of the further treatment of the 
case after admission to hospital. If the bandage has been 
immediately and correctly applied no further local treatment 
should be required, How long the bandage should stay on 
will have to be determined by experience. But at present 
it would seem that it should remain at any rate for some days, 
and possibly then be reapplied at slightly less pressure. 
Finally, there is the question of the treatment of the case 
admitted to hospital with an established oedematous limb 
either because prophylactic first-aid bandaging has not been 
used or has been used inefficiently. As already noted, we 
employed in our two original cases intermittent rather than 
continuous positive pressure, because we thought on theoretical 
grounds that the pump-like action of intermittent pressure 
would be more efficient than continuous pressure, particularly 
in a paralysed or semi-paralysed limb, in getting rid of estab- 
lished oedema. If this view is confirmed, some other motive 
force than a pavaex motor will have to be devised before 
our technique can be generally adopted, owing to the limited 
number of those machines available. We are investigating the 
possibility of developing a simple water-pump which fulfils the 
same purpose. 


Summary 
The compression syndrome (“crush syndrome”) is due to 
loss of blood constituents into the affected limb. 


The principle of treatment should be by positive pressure, to 
prevent oedema and get rid of any already existing fluid. 


The elastic web bandage applied in the way we have 
described is the simplest efficient means of exerting this positive 
pressure in a standard manner as a first-aid measure. 


First-aid parties should be equipped with these bandages 
and taught the proper technique of their application. The 


importance of applying the bandage immediately the limb has 


been released from compression should be stressed. 
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The social welfare policy in Sweden is being continued 
despite the present strain, and the new Swedish State Institute 
for Public Health in Stockholm was inaugurated by the King 
last year. The institute is organized in three depart- 
ments: one for general hygiene, one for occupational hygiene, 
and a third for the scientific control of foodstuffs. In addition 


_ to their intelligence service all three branches carry on scientific 


research. The first-mentioned department provides education 
in social hygiene for public health officers, including maternal 
and child welfare, housing hygiene, tuberculosis care, water, 
and drainage. The task of the department for occupational 
hygiene is to investigate and prevent ill-health and accidents 
arising from unsuitable working conditions. In the sphere of 
food the prime task of the institute is to prevent the manu- 
facture and sale of products dangerous to health and to assess 
the value of various foodstuffs from the standpoint of nourish- 
ment. Special attention is devoted to investigation and control 
of vitamins in foodstuffs, fodder, and medicinal preparations. 
The new institution has at its disposal over 100 laboratories, 
as well as an animal house, which is said to be the largest in 


Europe. It employs a staff of about forty persons, not includ- 


ing the medical students studying there, and its head is the 
well-known Swedish physiologist, Prof. Ernst Abramson. The 
institute, which is situated within the big “ medical city” built 
in the last few years on the northern outskirts of Stockholm, 
has cost over £118,000. Part of this has been defrayed by the 
Rockefeller Foundation. 


VAGINISMUS: ITS MANAGEMENT AND 
PSYCHOGENESIS 
BY 


JOAN MALLESON, M.B., B.S. 


The number of marriages which are legally annulled must 
be very small compared with the number which are not 
in fact actually consummated. It is by no means un- 
common for women who have been married many years 
to seek advice on account of dyspareunia, conjugal dis- 
satisfaction, or sterility, and for examination to reveal a 
hymen partially or totally intact. A large proportion of 
such patients are genuinely astonished when this fact is 
made known to them. It would be difficult to assess 
whether such cases are due more frequently to failure 
on the part of the husband or that of the wife ; because, 
although one partner may be initially responsible for the 
difficulty, more often than not this trouble is, so to speak, 
emotionally “infectious,” or, at any rate, accentuated by 
the other partner being under-competent, over-anxious, or 
too forbearing. This article will deal with those cases in 
which the trouble comes mainly from the woman’s side, on 
account of coitus being rendered impossible by spasm of 
the introital vaginal muscles. 


Clinically, the term “vaginismus” denotes a condition of 
vaginal spasm varying from a constriction ‘at the beginning 
of coitus (so slight that it may merely discomfort the woman 
herself) up to the extreme case in which the spasm causes acute 
pain to the woman and entirely prohibits any penetration by 
the husband: indeed, the introitus may be so constricted that 
even the tip of the examining finger can gain no entrance. 
The spasm may affect the perineal muscles exclusively or may 
be felt as a varying constriction of the levator ani ight up to 
the vaginal fornices. Accompanying this spasm there is usually 
a definite adduction of the thighs, even up to the point of 
cramp-like spasm of the adductor muscles, and invariably the 
lumbar spine is extended in the position of lordosis. In severe 
cases the posture adopted is one almost of opisthotonos. A 
concomitant of the syndrome is a greater or lesser degree of 
hysterical hyperaesthesia. Rarely, this may be absent, but in 
some cases it may be more prominent than the spasm itself. 
The hyperaesthesia is usually of the “glove and stocking” 
variety, starting exactly at the vaginal introitus, but in extreme 
cases it may be registered all over the vulva and even over 
adjacent parts of the abdomen and thighs. Vaginismus need 
have no relation to an unstretched hymen, and can occur with 
equal severity in the woman who has borne children as in 
the virgin. It is known to appear as a secondary protection 
to some physical lesion (such as urethral caruncle, salpingitis, 
etc.) which would otherwise cause dyspareunia, but such cases 
are rare compared with the “idiopathic” vaginismus, and will 
not be dealt with here. 

It is important to realize that a true vaginal spasm cannot 
be voluntarily produced—that is, it cannot be consciously em- 
ployed by a woman to a coitus—and it may appear. in 
spite of the utmost conscivus willingness to accept the coital 
act. Fortunately, as will be discussed later, it can very largely 
be modified by conscious control. 

The entire syndrome must, of course, be accepted as 
psychogenic. Often these women display additional neurotic 
symptoms, and after marriage many of them develop symptoms 
of anxiety neurosis, typically precipitated by sexual frustration, 
although in this case the frustration is self-inflicted. Hence. 
certain of these cases have of recent years found their way 
to treatment by psychotherapy or psycho-analysis. Experts in 
this work assert that the aetiology of the condition appears to 
be varied, because—as with so many neurotic symptoms— 
there is a tendency to “over-determine” the original fear 
against vaginal acceptance. 

Observation of a series of cases has suggested a possible 
common factor which has not yet received recognition. Before 
outlining this it will be convenient to comment upon the clinical 
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management of these cases, since certain points here may 
elucidate the hypothesis itself. 


Treatment by Persuasion 


There can be few medical conditions more gratifying to treat 
than the case of vaginismus: the average case, even if it has 
been of long standing, will often resolve after one interview 
leisurely enough to permit examination and “ suggestion.” 
Cases here studied have been drawn from private practice and 
from the various departments (i.e., gynaecological, sterility. 
contraceptive) of the North Kensington Women’s Welfare 
Centre. Interviewing in the latter conditions necessitates 
finding a technique of minimum length compatible with a 
sufficiently good contact to make treatment by persuasion a 
feasible proposition. 

A proportion of these patients exhibit hostility from the 
very start; they break the initial appointment or arrive late, 
and their defensive attitude is often aggressive. While taking 
a history of dyspareunia it is wisest to accept the patient’s own 
account of the marital situation, but by inquiries to make some 
assessment as to the normality of either partner’s behaviour. 
When the patient refers to “her fault” or “his fault” it is 
useful to remind her that “ we are not dealing with faults, only 
with temporary difficulties.” If the history given suggests that 
the woman is virginal, before she is asked to undress it is 
helpful to mention that clearly there may be an unusually 
difficult “maidenhead” to account for the trouble, or else 
she may merely have developed the habit of * flinching” and 
thus be herself causing the discomfort and pain. This idea is 
new to most women, and they may advantageously consider it 
while they are preparing for examination. 

It is wise to expect difficulty from the patient, and exceptional 
prudery. If in cases where no physical lesion need be expected 
a covering blanket is arranged the woman may often be sub- 
jected to no visual exposure at all. It is absolutely essential 
that examination be made in the dorsal position: the alternative 
position on the side allows of so much lumbar flexion and 
consequent relaxation that the severity of the introital spasm 
may be quite concealed. Many mild cases of spasm are 
probably overlooked in this way. It is helpful to arrange 
a wall or some other object on the left side of the couch so 
that the woman can be asked to bend her left knee and keep 
it resting against the wall. This is invariably easier for her 
than a direct request to separate the legs, which will certainly 
revive many painful associations. The case of true vaginismus 
will at once exhibit lordosis, the axis of the vaginal entrance 
pointing towards the floor. As the examining finger—well 
lubricated—treaches the vulva, the left knee is usually brought 
inwards, still further increasing the inaccessibility of the 
introitus. At this stage it is advisable to cease examination 
entirely, and to say, “I am afraid it will be impossible for me 
to help you if you will not adopt a more helpful position.” 

Every woman with vaginismus tries, unconsciously, to put 
the blame or responsibility on to the other person: she expects 
to be exhorted and physically “ attacked.” There is no quicker 
way of modifying these impressions than a kindly but firm 
refusal to show further interest. Throughout any such interview 
the most successful contact will be made by an impartial aloof- 
ness. Hostility should be met by a firm refusal to be drawn 
in, and a detached civility will often bring quicker co-operation 
than a warm eagerness to help. 

Many of these women are truly unaware that they render 
coitus or examination impossible by the thigh adduction, the 
position being quite unconsciously adopted. An explanation 
of this is the next stage in examination; and the placing of 
a folded towel (about 2 in. thick) below the sacrum will 
demonstrate the required attitude of pelvic flexion. The next 
«ttempt must be guided by the woman’s reactions: if excep- 
tional hyperaesthesia is present it may be unwise at_ this 
interview even to reach the genitalia at all. The woman should 
be told that this is a fictitious nervous “ over-sensitiveness,” 
and she must reflect upon this before she again comes for 
examination. The very refusal to force her will probably be 
followed by a request to try once more. The more average 
patient will allow the insertion of at least one finger, which 
should be lubricated and should yield entirely to the contour 
of the contracting passage ; pressure against the perineum itself 


should be avoided. Probably adduction and lordosis will again 
begin. The patient’s attention should be drawn to this, and 
as she controls her posture she should be told to draw the 
pelvis up. As the abcominal muscles contract, the levator 
ani will relax and the spasm and coincident pain will vanish. 
Given a few minutes’ patience, two, or generally three, fingers 
can be inserted, and the woman realizes for the first time that 
the vagina is painless and of adequate dimensions. At _ this 
stage she should be reminded that her pain has been entirely 
self-inflicted through her own “ flinching,” and that her future 
marital success will therefore depend upon her own efforts. 
Admittedly, she may be unable to control the vaginal spasm, 
but if she will attend to flexion of her knees and pelvis, the 
rest will follow very rapidly. 

Most women express themselves astonished that there has 
been nothing afniss, and are generally glad to have some further 
talk and explanation. The patient should be made thoroughly 
to understand that the pain will occur only if the vaginal 
entrance is “flinching”; and that any hyperaesthesia present 
must be considered as her own mistranslation of pleasure into 
pain. Such ideas may appear slightly philosophical, but even 
uneducated women are often quick to grasp them. 


Some Practical Measures 


Before dismissal the patient should be given a non-greasy 
lubricant such as K.Y. jelly (or the odourless non-spermicidal 
Prentif jelly) for lubricating the vaginal entrance, and reminded 
to place a small support below the buttocks before sexual 
intercourse. It is unwise at this stage to agree to her using 
a contraceptive device. If such measures are essential. the 
husband should employ a condom until the woman is confident 
and easy about her vaginal functions. Before this stage the 
use of any appliance seems always to revive the vaginismus. 
Difficulties are sometimes presented when the husband is incom- 
petent with a condom, and such situations must be met by 
individual advice. Finally, the woman should be asked to 
accept sexual relations regularly and to return within a month. 

In only the minority of cases will the presence of an un- 
stretchable hymen be found. It is true that efforts to penetrate 
a difficult hymen may eventually result in psychical distress and 
some spasm, but this is different in many respects from the 
“idiopathic ” vaginismus that has been described. 

Cases in which the hymen is also causing trouble should be 
treated according to the preference of the medical attendant. 
It seems usually best to show the woman how-to dilate the 
hymen herself ; but if surgical measures seem preferable they 
should be done under general anaesthesia, and not entail sub- 
sequent application of dilators by anyone except the patient 
herself. 

The measures above outlined are generally sufficient to ensure 
complete conjugal penetration. Some women will report abso- 
lutely painless acceptance for a few occasions, with later 
occasional return of spasm; further persuasion may then be 
required. Each case will, however, display its individual 
features. Many of these women have other sexual difficulties. 
Only too often by the time advice is sought either or both 
partners may be showing signs of anxiety neurosis, increasing 
sexual coldness, and depression ; and often the husband has 
developed a secondary impotence, which complicates the 
picture still more. Certain cases, particularly those with 
hyperaesthesia, show in addition to their “flinching” an ex- 
treme distaste for the sexual relationship. Although such cases 
may by persuasion be encouraged to accept penetration, it is 
clearly desirable that their attitude should, where possible, 
be re-orientated by expert psychotherapy as well. 

There can be few neurotic symptoms more quickly accessible 
to cure than the average case of vaginismus. The ideal interview 
should be of one hour’s duration, but often half that time is 
sufficient. Two somewhat dramatic examples can be chosen 
to show how quickly resolution may occur even when the 
complaint has been of very long Curation. 

Mrs. A.. a clinic patient, married for 11 years. sought advice 
on account of sterility. Examination revealed a thin almost 


intact hymen and typical vaginismus. Three months after her 
only interview she wrote that sexual relations were improving 
and a pregnancy was established. This interview could not 
have exceeded the maximum clinic appointment of thirty 
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minutes. Mrs. B., a scientist aged 36, came to ask about arti- 
ficial insemination, since sexual relations “‘ were impossible for 
her.” Her first marriage had been annulled after 11 years, and 
although a doctor had subsequently stretched the hymen, pene- 
tration was no easier in her second marriage, which had lasted 
4 years and was otherwise very happy. This woman appeared 
to have little sexual inhibition or strain; but in spite of her 
doctor’s reassurance she still secretly believed that she ‘“ must 
be deformed.” Examination showed no hyperaesthesia what- 
ever, but the presence of a strong introital spasm. This relaxed 
fully to admit three fingers, and the patient subsequently 
reported easy and immediate establishment of coital relations, 
with rapidly increasing vaginal feeling. Pregnancy shortly 
became established. 


Before leaving the management of vaginismus, mention 
should be made of its surgical treatment, whereby the vaginal 
entrance is relaxed by cutting the posterior muscle fibres of 
the introitus and vaginal walls. The success of this operation 
is said to vary greatly ; remarkably good results have been 
claimed, but it is doubtful if the woman with hyperaesthesia 
or strong sexual prejudice is likely to gain benefit, and it is 
probably these cases which are therapeutically disappointing. 


Aetiology 


Let us now give consideration to the causes of this curious 
disorder. It seems clear that the mechanism is a defensive 
one: the vagina contracts before it is touched, much as the 
eyelids blink in anticipation of corneal contact. But why should 
asmall minority of women demonstrate this predetermined and 
acutely developed anticipation of pain? 

In most cases of established. vaginismus the woman will 
mention a previous dread of child-bearing or of sexual pain, 
or perhaps a preconceived idea that they were “very small 
inside.” Yet such ideas are so common among normal women 
who show no signs of vaginismus that their description here 
may be more in the nature of a “rationalization” for the 
disorder than the actual causative agent. Furthermore, many 
unmarried women have heard highly exaggerated reports con- 
cerning the pain of defloration, yet vaginismus does not as a 
tule occur among these cases. 

Now it has been noticed while interrogating these patients 
that a common historical factor is often present which does 
not appear to have received recognition. Many of them have 
during infancy been “ conditioned ” to expect pain in the pelvic 
region by the insertion of a foreign body, the offending object 
being usually the enema, the suppository, or the old-fashioned 
soapstick so much employed in Victorian nurseries for the 
treatment of constipation. Anyone who has witnessed such 
a procedure will recognize the extreme pain to which the child 
is subjected. Soap is painful in the rectum as in the eye, and 
as the infant screams and flings itself into opisthotonos the 
rectum is instantaneously emptied. The baby who is repeatedly 
treated in this way will scream and stiffen at the very sight 
of the attacking object. Here, surely, we have a “ conditioning ” 
at the age which is most susceptible to permanent impression. 

At first sight it may appear improbable that experience of 
tectal pain should lead to anticipation of vaginal suffering. To 
understand such a possibility it is necessary to recapitulate facts 
of great importance in medical psychology. The rectal, vaginal, 
and urethral orifices are developed from the original cloaca 
and possess the same innervation. In very young children the 
sensations arising in these organs are largely undifferentiated ; 
hence the difficulty in learning sphincteric control and the fact 
that any of these organs may—and normally to some extent 
do—receive erotic stimulation during stretching or friction. 
Thus when a young child experiences pain in either rectum 
or vagina the resulting impression of the attack will be very 
similar whichever of the cloacal organs actually received the 
stimulation. 

It is not difficult, therefore, to realize how the child who has 
come to dread the forcible introduction of a rectal object would 
tespond with fear and shrinking, first in childhood to the vague 
instinctive ideas of coitus, and then in later life to the actuality 
of sexual penetration. In some women such trains of feeling 
Must be relegated entirely into the unconscious regions of 
Memory, but in others they are very much part of conscious 
impression. So large a proportion of women who suffer from 
vaginismus are. able to recall memories of this nature that it 


is tempting to assume a common pelvic trauma as a basis for 
all such cases. If this were so the fact should receive recogni- 
tion, if only for prophylactic purposes. 

The possibility of such an association was first suggested by 
the chance remark of a woman who had suffered from extreme 
spasm. At her first relaxation of the vagina she stated that 
the examining finger “ Felt exactly like an enema ” ; and, later, 
another patient anticipated interrogation by a similar comment, 
“It feels rather like the bowel.” 

Since then it has been noticed how many of these patients 
speak with bitterness of their childhood experiences with 
enemata. Unfortunately, detailed statistics of these histories 
have not been kept, but records are available for the rather 
small figure of 20 consecutive cases of severe vaginismus among 
educated women. In reply to the question whether they re- 
membered such episodes in childhood, 11 of them replied in 
the affirmative. Among these answers the following comments 
were annotated: “ Agonizing enemas” ; “ How I hated them ” ; 
“Agonizing soapsticks—at 34°; “I hated suppositories 
“Mother was always giving us them”; “I loathed them” ; 
“My mother was very heavy-handed ” ; “I hated them.” One 
patient actually volunteered the illuminating remark, “It was 
because of enemas I had quite decided I would never marry.” 
It would be interesting to have the replies of a control group 
of women who recollect such treatments yet have not developed 
vaginismus, but such have not been collected. 

The negative reply of the other 9 does not, of course, exclude 
the experience, but excludes the probability of the practice 
being habitual or occurring later than the age of 5 or 6. In 
fact, psychologists assert that the earlier in infancy a trauma 
is experienced the more indelible will be its impression. One 
of these patients agreed to ask her mother for relevant facts, 
and brought back the surprising reply that no such treatment 
could have occurred except for soapsticks which, much to the 
mother’s distress, the midwife had insisted on using daily 
during the first six weeks of life. During examination of these 
9 other women 2 exhibited the excessively hostile behaviour so 
common to such cases: one gave a history of painful 
catheterization in early childhood, and another of “some 
painful treatment for soreness.” 


Neurotic Cases 


_ Although vaginismus is a hysterical symptom, this group 
of women do not seem to exhibit an unduly high proportion 
of neurosis. Their sexual behaviour, once the spasm is quiescent, 
seems fairly representative, vaginal feeling being obtainable in 
at least half the cases, and none of this series is entirely 
anaesthetic. Yet it seems certain that the symptom of 
vaginismus is sometimes “ woven. in” to an intricate system 
of neurosis. It might be said that the symptom is utilized for 
other than its original protective purpose. Other trends of 
feeling such as dread of the penis, hostility to men, parental 
fixations, etc., may all over-determine the original symptom 
and make use of it, in their various ways, at unexpected 
occasions. Herein may lie the explanation for those rare cases 
of vaginismus in which the symptom develops spontaneously 
after sexual life has already been established, and for cases 
which are sometimes amenable to persuasion yet liable to be 
recurrent. Two long-standing cases may throw light on this 
phenomenon. Both occur in severely neurotic women who have 
required psycho-analytic help ; neither is included in the above 
series. 

Miss C., aged 28 when first seen, 
attempted intercourse with several men. She had a severe 
anxiety neurosis and many hypochondriacal symptoms. 
Although this patient has made an excellent general recovery 
the symptom is still—after marriage and normal childbirth— 
apt to recur. She reports that in analysis memories were 
revived of soapsticks administered by her mother. She con- 
siders the vaginismus to be an expression of various conflicting 
emotions. Mrs. D., aged 26 when first seen, was having her 
first marriage annulled and still suffers from occasional 
vaginismus. Sometimes it is quiescent, but may recur suddenly, 
so that she is never without the risk of its revival. She reports 
that psycho-analytic investigation has shown various precipitat- 
ing factors for the vaginal spasm, such as resentment that she is 
not in an emotional position to become pregnant, or fear that 
the man is “taking too much from her.” At the age of 18 


unsuccessfully 


months she had severe dysentery, but we have no proof of any 
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rectal treatment. This patient has no conscious memory of 
rectal trauma, yet an unconscious one is suggested by her show- 
ing great indignation concerning a pre-operative enema, and 
by the fact that at 17 years she was rectally examined by a 
woman specialist and suddenly fainted. 

Such histories may perhaps be taken as direct support of 
the theory that vaginismus is caused by early trauma—and 
further indirect evidence may be deduced by the method of 
resolution of the disorder. 


Conclusion 


The technique above described for managing these cases came 
to be adopted many years before this theory was considered, 
yet its details seem very rational if the contention is correct. 
If we assume that each attempt at coitus or examination revives 
the infantile emotional trauma we have the perfect explanation 
for the hostile patient—rigid, with dilated pupils. So also is 
explained her surprise and relief when the examination is not 
insisted upon. However much originally the patient had pro- 
tested, the attacking enema was rigidly completed. Here, for the 
first time, she is neither pleaded with nor overwhelmed. Rather 
she is left herself in control of the situation, and with the 
responsibility for refusal—and its consequent results—upon her 
own shoulders. This may well account for the sudden altera- 
tion of attitude so often shown. As it becomes evident to the 
patient that her (“ transferred ”) fear and hostility are irrelevant, 
so the atmosphere of the scene alters. Giving her permission 
to refuse is often followed by exaggerated gratitude, which 
undoubtedly is propitious for co-operation and persuasion. 

Here, too, may be the explanation of the fact that vaginismus 
treated by bougies and instruments seems usually to give un- 
satisfactory results: those patients who endure the treatment, 
while recognizing. that they are no longer “too small,” seem 
often to have had their difficulties even further increased. If 
this theory is correct such a result would clearly be expected, 
so that any such treatment should invariably be left in the 
patient’s own hands and should not be relegated to the nurse 
in charge. 

Since the original traumata would have been administered 
by women, it is possible that the sex of the medical attendant 
influences the degree of emotion transferred. Perhaps the 
handling of such cases is best managed in different ways by 
the male attendant. Certainly the patient’s behaviour to medical 
examination and to coitus do not necessarily run parallel, some 
cases yielding best to one condition and others showing the 
opposite reaction. One might suppose that relaxation is best 
achieved when the emotional atmosphere differs as far as 
possible from the original one ; so that the attendant, even if 
unfortunately resembling mother or nurse, should at least 
refrain from behaving like her! 

Clearly there is scope for more knowledge about the effects 
of such early trauma in the male as well: for it is possible 
that here, too, may be found a basis for some sexual anxiety. 
If other observers corroborate these findings medical teaching 
will require to restrain a nursery practice which is by no means 
uncommon. 


A Divisional Hospitals Council for Bristol and district was 
formed in 1941 and has lately issued its first annual report. The 
Nuffield Provincial Hospitals Trust authorized a sum of £1,000 to 
enable grants to be made by the Council in respect of hospital and 
ancillary medical services and also contributed £315 towards 
administrative expenses. A survey of hospitals and ancillary 
services has been undertaken in the Council’s area by the Bristol 
Hospitals Commission, a body of 9 members, including Sir Farquhar 
Buzzard, who is chairman of the Medical Advisory Council of the 
Nuffield Trust. Inquiry was made whether it was desirable for 
further steps to be taken to promote co-ordination or expansion and 
as to the best means of financing and administering existing services. 
The Commission paid a second visit to Bristol this year to investi- 
gate the contributory scheme problem as it affected that area. 
During the year the new Divisional Council has taken steps to 
encourage the formation of similar councils in Bath, Somerset, and 
Gloucestershire, and a conference has been held with a view to 
creating a provincial hospitals council to cover Bristol and the West 
of England, bringing in the areas just named. The report states 


that valuable preliminary work has been accomplished in this 
direction. 
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RELAPSING FEVER IN ADDIS ABABA 
BY 
P. ROBINSON 


Captain, R.A.M.C. 
(From the Menelik Hospital, Addis Ababa) 


This report is based on 340 cases observed during the 
second half of 1941. 


The transmitting agent of relapsing fever in Abyssinia is, 
according to some textbooks (Manson-Bahr, Salvioli), the tick 
Ornithodorus moubata. Kirk, however, did not succeed in 
transmitting Abyssinian relapsing fever by infecting ticks. The 
spirochaetes in that country have been identified by Scaffidi 
as a regional variety of Spirechaeta obermeieri. 

In the present series the spirochaetes were transmitted by 
the body louse. This is substantiated as follows: (1) mixed 
infections of relapsing fever and louse-borne typhus are 
common ; (2) spirochaetes are often found in crushed lice 
collected from relapsing-fever patients ; (3) ticks were not found, 
nor was there a single case in which the “tache noir” (the 
primary tick-bite sore) was observed. 


Diagnosis 

The tick film taken as a routine reveals the spirochaetes in 
most cases of relapsing fever, often also in the afebrile stage. 
Jaundice is very frequent. The enlarged spleen is as a rule 
tender. The rash is not easily seen on the dark skin of the 
Ethiopian, but is more visible than the rash of typhus or 
typhoid. It consists of small violet-red petechiae, the size of 
“rose spots,” slightly raised, and not fading on pressure. The 
typical distribution is on the shoulders. Epistaxis is a very 
useful symptom. Bloody sputum or urine, and diarrhoea with 
blood, are often mentioned by patients but seldom observed in 
the hospital. Spirochaetes are sometimes found in the sputum. 
Pain in the left shoulder is quite common. Pain in the calves, 
common in other.parts of the world, is rare in Abyssinia. The 
condition of the tongue has been found typical and helpful in 
the diagnosis of relapsing fever. Four stages may be distin- 
guished. In the first stage, during the’ first 4 or 5 days of the 
disease, the tongue is stained brown as in not very severe 
cases of typhus. Inthe second stage, covering another 
week, the tongue is moist and clean. In the third stage 
the tongue is atrophic, and resembles very much the con- 
dition in pernicious anaemia. The fourth stage, not seen 
more than ten times, but which may occur more often, 
shows ulcers, single or multiple. The ulcers heal ina week 
or two without any treatment. Pain in the tongue is common 
in all stages. The blue tongue seems to be of no diagnostic 
significance. Systolic and diastolic murmurs are very frequent. 
In contrast with the murmurs occurring in other infectious 
diseases their frequency is striking. This and the presence of 
heart failure in Abyssinia, where rheumatic fever appears to 
be rare, leads to the assumption that relapsing fever may be 
one of the chief causes of cardiac lesions there. (Endocarditis 
of the valves has often been found at necropsy together with 
other pathological changes typical in relapsing fever. , 

We found that serum of relapsing-fever patients agglutinates 
the Kingsbury strain of Proteus in a high titre, sometimes up 
to 1 in 3,200. A history of high pyrexia and chill, and positive 
XK agglutination with no spirochaetes in the blood, usually 
indicates a case of relapsing fever. If there is a second rise of 
temperature the spirochaetes are always found. Mariani, 
D’Ignazio, Barelli, and Pistoni have described a rare condition 
which they consider to be a benign typhus showing agglutina- 
tion with XK up to 1 in 100. The cases they quote are by no 
means convincing, and we think there is no evidence as to the 
existence of a typhus-like disease with positive XK in Addis 
Ababa. Typhus-like diseases with a positive XK have been 
observed twice in this material; but the titre in both cases 
dropped considerably, while the X 19 rose steadily and reached 
its peak in the period that is usual in typhus cases. We con- 
sider, therefore, that the XK agglutination in these cases was 
due to relapsing fever, from which the patients had suffered 
previously. 
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The following table shows the diagnostic points in relapsing 
fever and the frequency of their occurrence. (Some of these 
points are really complications, but their early appearance 
renders them symptomatic.) 


Spirochaetes in febrile period .. 100% 
in afebrile period 38% 
Jaundice 12% - 
Rash 8% 
Epistaxis 12% 
Tongue symptoms 68% 
Enlarged spleen 89% 
Tender spleen 44% 
Heart murmurs... 38% 
XK agglutination (done in 168 cases) .. 98% 
Pain in left shoulder 4% 


Complications 

There is little to say about the course of the illness as all 
these cases were treated immediately and responded admirably 
to N.A.B. In about 6% malaria was found simultaneously, 
and the quinine treatment did not interfere with the N.A.B. 
(Our experience with typhus allows us to assume that the 
relapsing-fever infection provokes the malaria relapse.) Typhus 
in about 10% of the cases took its normal course. Jaundice 


(72%) was the most frequent complication, and formed no 


contraindication to the specific treatment. The next most fre- 
quent, and the severest, were haemorrhages from the mucous 
membranes (12%): if untreated the patients lose litres of 
blood. Occasionally bleeding in the central nervous system 
occurs, causing paralysis. Only three such cases have been 
observed ; one of these patients died. Other complications are 
rare: oedema (6 cases), acute thyroiditis (3), parotitis (8), 
perisplenitis (4), infarcts in the spleen (2—both fatal). Spleen 
infarcts, however, are not always fatal, as we have found them 
occasionally in necropsies after death due to other causes. The 
last complication is pachymeningitis (3 cases—all fatal). In 2 
of these 3 cases spirochaetes were found in the C.S.F. 
Examination of the C.S.F. in uncomplicated cases of relapsing 
fever revealed normal conditions. Dutton’s spirochaetes have 
been found by Lodewyckx in the C.S.F. in 3 cases.. In others 
a hyperlymphocytosis was noted. 

Relapses occur in spite of treatment. In 16% of the cases 
there was one relapse and in 4% there were two relapses. The 
longest interval observed was 27 days. 


Treatment 
' One, two, or three injections of N.A.B. are necessary, the 
first injection being .repeated if the temperature does not fall 
the day after. the injection or if there is a fresh rise. Haemor- 
thages if severe must be treated. After having observed that 
in some cases the blood did not clot, we started to estimate 
the “‘prothrombin time” and found it prolonged in every 
instance, even if not complicated by haemorrhage. As vitamin 
K therapy is the method of choice in prothrombin deficiency 
it was tried, and proved to be the ideal treatment. We used 
5 to 10 mg. of 2-methyl-1:4-naphthoquinone in oily solution 
intramuscularly (1 to 2 ampoules of kapilin-Glaxo). Vitamin K 
preparations should, we think, be given in all relapsing-fever 
tases to prevent haemorrhages. 
The case mortality was 3.5%. At necropsy, perisplenitis 
was found in almost every case, and sometimes infarcts in the 
spleen. Endocarditis was common. 


Conclusion and Summary 


Relapsing fever in Addis Ababa is transmitted by lice. 

Spirochaetes are often found during the afebrile stage. 

The rash has a typical appearance—a violet shade; and a 
typical localization—the shoulders. 

Tongue pain, atrophy, and ulcerations are typical of relaps- 
ing fever. 

Relapsing fever in Addis Ababa is assumed to cause cardiac 
lesions. 

All cases show a positive agglutination with XK. 

Haemorrhages from the mucous membranes are due to 
Prothrombin deficiency and can be treated successfully with 
vitamin K. 


Relapses occur in spite of N.A.B. treatment. 

The mortality rate was 3.5%. 

In cases of pachymeningitis, spirochaetes have been found 
in the C.S.F. : 

Perisplenitis, spleen infarcts, and endocarditis have been 
observed at necropsy. 


I wish to thank the D.M.S., East African Forces, for the per- 
mission to publish this paper. 
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MUSTARD-GAS BURNS 


BY 
JAMES GRANT, M.D., D.P.H. 
Medical Officer of Health 
AND 
T. F. RITCHIE, M.B., Ch.B. 
Assistant Medical Officer (Civil Defence), Gateshead County 
Borough 


The following recent experience emphasizes anew certain 


features of the effects of mustard gas. : 


On July 1, 1942, a site-decontamination demonstration in- 
volving the use of mustard gas was staged elsewhere in this 
region. Members of the Civil Defence Services of various 
areas were in attendance. By some mischance premature func- 
tioning of the demonstration weapon occurred, resulting in 
some of the spectators being affected, including 10 persons 
from this borough. 

These patients had been entirely unaware of any contact with 
liquid mustard gas, which obviously had fallen in the form 
of fine droplets on their exposed skins. As a matter of fact, 
part of the bomb casing fell within two yards of the 
Gateshead party. 

Photographs were taken of some of the burns on July 4 and 
5, and two of these are reproduced here. The following 
abbreviated table summarizes each case and the length of the 
latent period: 


Case | Latent Period Site of Burns | Remarks 

1 23 hours Left side of neck and temple ; 
outer angle of orbit; left 
hand 

Left side of neck and ang’e | Faintness, _ nausea, 
of jaw; back of left hand; perspiration on 
front of right wrist 2/7/42. _ Burnt by 

vapour in last war 
3 | Leg, 2 hours; | Left side of neck; right thigh 
neck, 8 hours and calf 

4 | 8 hours Left side of neck and temple 

Bridge of nose; left cheek 
and face 

6 128 us Left side of neck; right hand. | Nausea and vomiting 
Small patch, 4 in. below on 3/7/42. Blister- 
left eyelid gas burn in last 

war 

ef 1 5 Left side of neck and left | Nausea and vomiting, 
hand 3/7/42 

8 Left side of neck; pinna and Fe 
lobe of left ear 

9 | About 12 hours | Left side of neck 

10 ” 50 ” ” ” ” 


When first seen the lesions took the form in all cases of a 
sharply defined raised erythema of the skin, and in 7 cases 
there were also varying degrees of punctate vesication of the 
burns of the neck. In one of these cases the vesicles continued 
to appear for a period of approximately 30 hours after ex- 
posure. One individual sustained burns on the leg due to 
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the liquid penetrating his clothing. The vesicles were incised 
where present, and the burnt areas were bathed with weak 
dettol solution and subsequently anointed with sulphanilamide 
paste. Four of the patients complained of nausea either one 
or two days after the onset of the lesions, and these symptoms 
lasted for approximately 12 hours. The incised vesicles took 
on the form of yellowish-brown crusts which later separated, 


Fic. 1 


Fic. 2 


to leave pale areas in contrast with the erythematous skin, 
which became a dark coppery colour, so that the skin of the 
neck in particular had a mottled appearance. No septic com- 
plications were met with in the subsequent progress of the 
lesions. 
in the last war, and they had the shortest latent periods after 
exposure. One still complained 12 days afterwards of an inter- 
mittent burning sensation in the neck which interfered with 
his sleep. 


Discussion 

The 10 members of the local authority service present at 
this demonstration were all highly trained in anti-gas pre- 
cautions. They were fully aware of the consequence of ex- 
posure to mustard gas, but not one realized that he had 
been splashed by droplets. They all assumed their respirators 
immediately the accident occurred and considered themselves 
safe. Conjunctivitis was not evident in any of the cases, 
probably owing to this; but two of the men had narrow 
escapes, as they sustained tiny burns on the eyelids. 

Sulphanilamide paste apparently countered the danger of 
skin sepsis and proved a very satisfactory dressing. 


Two of the patients had sustained mustard-gas burns 


Summary 


We report 10 cases of mustard-gas burns sustained as the 
result of an accident during an A.R.P. demonstration. 

Attention is directed to the insidious action of mustard gas, 
a feature that was of course noted in the last war. 

The incident described emphasizes the need for strict observ- 
ance of the recommended safety precautions required in the 
conduct of such demonstrations. 


Medical Memoranda 


Fulminating Purpura and Adrenal 
Haemorrhage 


Cases of fulminating purpura and adrenal haemorrhage 
(Waterhouse-Friderichsen syndrome) are rare enough to be 
worth recording. 

CASE REPORT 

At about 12 noon on March 11, 1942, in response to an 
urgent call, I visited a male child aged 4 months who had 
suddenly become seriously ill. On my arrival the mother gave 
the following history: The child had always seemed perfectly 
healthy. On the previous evening he appeared to be quite 
normal and had taken his feed as usual. He had slept through 
the night. On the morning of March 11 he took his feed, 
though not very readily, the bowels had acted and were normal 
in appearance, but the mother had noted a rash behind his 
ears. As the rash began to spread over his face the mother 
thought that he was “ goingin ” for measles. At about 11.30a.m. 
the child suddenly became much worse ; his breathing became 
very rapid and noisy, and as he appeared to be unconscious 
the mother became very alarmed. 

Examination showed a well-nourished, extremely shocked, 
and cyanosed child, presenting almost a complete Hippocratic 
facies. A well-marked purpuric rash covered the face profusely, 
and was also present on the abdomen and on both extremities. 
There were also large blotches of ecchymoses on both thighs 
and forearms. The rectal temperature was 101.4°, the pulse 
about 160, the respirations 64, accompanied by a loud stertor. 
Nothing abnormal could be seen in the mouth, throat, or nose. 
The lungs were resonant, the abdomen was flaccid, and rectal 
examination revealed a soft yellow stool adherent to the gloved 
finger. There was no head rigidity; Kernig’s sign was nega- 
tive : the pupils were dilated, equal, and did not react to light. 
No history of a convulsion was elicited. The child died in 
my presence at 1 p.m. She 

I was allowed to perform a post-mortem examination on 
the following day. The heart, lungs, and gastro-intestinal tract 
presented no abnormality ; the mesenteric glands were not en- 
larged ; the liver, kidneys, spleen, and thvmus appeared normal. 
There was, however, haemorrhage into both  suprarenal 
glands, both cortical and medullary portions being involved. No 
bleeding had occurred into the adjacent tissues. Permission was 
not granted to examine the brain and spinal cord. 


COMMENT 

In a review of the literature Sacks (1937) found only 64 cases 
published up to that time; by the beginning of 1940 these 
had reached a total of 70 (Carey, 1940). All the cases show 
a striking similarity, the patient usually being a child aged 
2 to 15 months, who becomes suddenly ill and dies often in 
less than 24 hours. A haemorrhagic rash of greater or less 
extent is present in every case, the ‘temperature is mostly 
between 100° and 103°, and the sudden collapse, cvanosis. and 
accelerated respiratory rate may lead to a diagnosis of 
pneumonia. The illness is so fulminating and death occurs so 
early that complete investigation is generally not possible. The 
accepted view appears to be that the purpura and_ the 
haemorrhage into the adrenals are due to a massive bacteri- 
aemia, and Maclagan and Cooke (1916) suggest a_ selective 
action by the meningococcus. If that is so the disease is s0 
fulminating that the patients appear to succumb to the general 
infection before the lesions of the meninges have had time to 


develop. It might, of course, be a fulminating type of any 
other infectious fever. 
London, N.10. I. S. Fox, M.B.. Ch.B. 
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Reviews 


THE ADOLESCENT CRIMINAL 


The Adolescent Criminal. A Medico-Sociological Study of 4,000 Male 
Adolescents. By W. Norwood East, M.D., F.R.C.P., in collaboration with 
Percy Stocks, M.D., D.P.H., and H. T. P. Young, M.B. (Pp. 327. 45s.) 
London: J. & A. Churchill. 1942. 


The social problem of crime calls urgently for first-class scien- 
tific research, because effective action is more likely to be 


based upon precise knowledge than upon unaided insight, 


however sympathetic. Dr. Norwood East has very long experi- 
ence of prison administration and of the investigation of 
criminals; he is also an exceptionally clear and vigorous 
thinker, an untiring worker, and a good writer. Encouraged 
by the Home Office, he acted as the director of a team of 
medical officers, statisticians, and women visitors, and this book 
is the distilled result of the very copious material they col- 
lected from a study of 4,000 male adolescents in prison and in 
Borstal. The information included data on heredity and family, 
conditions of home, school and employment, physical and 
mental defect and disease, personality traits, and the disposal 
of the offenders and their reaction to treatment. The findings 
have been made easily available to those who will in the 
future undertake much-needed reforms of law and practice. 

A significant number of youths who were convicted more 
than once for offences against property had a criminal heredity, 
which was probably a causative factor in their repetition of 
the offence. Immoral heredity and quarrelsomeness in the 
father contributed in a certain number of cases to convictions 
after the first. Dr. Norwood East emphasizes the need for 
research into the fundamental problems of inheritance. Physical 
disease does not appear to be associated with crime, except that 
cardiac or pulmonary disease in the father sometimes deters 
a first offender from committing a second offence. Home life 
was proved to be very important. Boys who had lived con- 
tinuously with their parents rarely had a long record of previous 
convictions ; those who had lived independently showed an 
excessive frequency of them. The absence of one or both 
parents, especially of the father, of a lad over 14 was 
often associated with multiple offences against property or the 
person. Those under lax, careless, or repressive control, and 
those who were intolerant of apparently judicious control, had 
a relatively greater tendency to repeat criminal offences. The 
average size of the family when young offenders were 14 
years of age was relatively large, but the offender’s position 
in the family did not seem to be important. Multiple con- 
victions for non-sexual offences were significantly associated 
with residence in a poor district ; those for sexual offences had 
a contrary association, and sexual offenders tended to come 
from dwellings with a smaller number of inhabitants than did 
offenders in other groups. 

Dr. Norwood East stresses the practical importance of these 
results, for they suggest that the reactions of adolescents to 
home conditions are far from being simple or stereotyped, and 
require further elucidation. A lack of interest in school work 
and periods of unemployment were significantly associated with 
multiple convictions, and he thinks that the association of 
rapidity of growth with frequency of crime is worth further 
study. The psychological investigation emphasized the need 
for accurate and early mental diagnosis in the prevention of 
crime. Research into instinctive activities and perversions in 
non-sexual as well as sexual conduct associated with crime is, 
Dr. Norwood East considers, overdue. It may show, for ex- 
ample, that perverse aggressive and acquisitive conduct varies 
in form and causation, and is based upon a special type of 
personality largely unaffected by ordinary penal methods. In 
short, he has demonstrated the need for further research into 
normal as well as abnormal offenders, preferably in a special 
institution of the kind recommended by himself and Dr. W. H. 
de B. Hubert in an earlier report. 

The volume is large but light and easy to handle; its print 
is clean and its tables well arranged. It is the most important 
contribution that has been made to the criminology of the 
juvenile male for several years, and should play a great part 
in solving an increasingly dangerous problem. 


PRACTICAL BACTERIOLOGY |. 


Handbook of Practical Bacteriology : A Guide to Bacteriological Laboratory 
Work. By T. J. Mackie, M.D., D.P.H., and J. E. McCartney, M.D., 
D.Sc. Sixth edition. (Pp. 675. 17s. 6d., plus 7d. postage.) Edinburgh: 
E. and S. Livingstone. 1942. 
Since its original publication in 1925, further editions of Mackie 
and McCartney’s Handbook of Practical Bacteriology have 
appeared at regular intervals, and the sixth is now available. 
This has been brought up to date by numerous additions to 
the text, and finally by an appendix describing several new 
culture media, methods for the bacteriological examination of 
air, and a discussion of the mode of action of sulphonamide 
compounds with a nete on the use of media containing 
p-aminobenzoic acid for cultivating susceptible bacteria from 
cases under treatment by these drugs. For its size this work 
contains a remarkable amount of information on _bacterio- 
logical methods: few similar textbooks contain, for instance, 
a table of opacity equivalents for estimating the density of 
bacterial suspensions, probability tables for calculating the 
numbers of coliform bacilli in water, complete instructions 
for performing a Rideal-Walker test, or a section on the uses 
of different types of centrifuge. Although the needs of several 
types of reader have been kept in mind, those of the pro- 
fessional bacteriologist and technician engaged in routine 
diagnostic work have received most consideration.. To them 
the condensed and detailed technical information can be of 
daily service, but the medical student needs less of this and 
a good deal more of the theory of the subject as applied te 
medicine. He would also be grateful for illustrations, of which 
there are none, excepting a few line drawings of apparatus. 
Modern nomenclature is still relegated to brackets, and generic 
distinctions are disregarded in the arrangement of chapters, 
some of which deal with an assortment of quite unrelated 
micro-organisms. The practical value of this book is of course 
enhanced by its being the official guide to a system of laboratory 
supply devised by one of the authors for the L.C.C. laboratory 
service, but now extended over a much wider field. 


MENTAL PROCESSES OF THE SCHIZOPHRENIC 


Conceptual Thinking in Schizophrenia. By Eugenia Hanfmann, Ph.D., and 
Jacob Kasanin, M.D. Nervous and Mental Disease Monographs, No. 67. 
(Pp. 115. $2.50.) New York: Nervousand Mental Disease Publishing Com- 
pany 64, West 56th Street. 1942. 
Disorder of the thinking processes has long been noticed 
clinically in schizophrenia, and by some authorities it is held 
to be a primary symptom of the disease and one which to 
a greater or lesser degree is invariably present. There has 
been much debate on this topic, as clinicians who regard the 
disease as a response to environmental stress are concerned to 
minimize the importance of this rather “organic” type of 
symptom. There has been as much dispute about the nature 
of the disorder of thought when it does occur. Students of 
genetic psychology have likened the mental processes of the 
schizophrenic to those of primitive peoples and to those of 
children ; psychiatrists of a neurological turn, to those seen in 
aphasia and agnosia. But most authors are agreed that the 
disturbance is distinct in kind from anything seen elsewhere, 
and there has been much experimentation in the effort to analyse 
its nature. 
Hanfmann and Kasanin carried out an interesting experiment 
in which coloured blocks were given to three series of subjects 
—schizophrenic, organic, and normal. These blocks were of a 
number of strikingly different shapes and colours, and also 
were either large or small, and flat or high. The subjects were 
required to arrange the blocks into four groups, the only possible 
arrangement being one in which colour and shape were 
neglected for the other two characteristics. Various levels of 
performance were possible, and the differences between the 
groups were analysed accordingly. One of the ways in which 
the schizophrenic differed qualitatively from the normal and 
the organic subject was in an inability to see the nature of 
the solution even when it had been actually found. But it was 
discovered that a conceptual—i.e., insight-ful—approach was 
confined to the groups both of normals and of schizophrenics 
who had had a college or higher education ; and in general the 
authors do not-seem to have done enough to equalize the 
highly important factor of intelligence in their three groups. 
The group of schizophrenics who had had a college education 
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was controlled by a group of research assistants of, no doubt, 
very high intelligence, and the resulting comparison does not 
seem to be an entirely fair one. 


Notes on Books 


Piney and Wyarp’s Clinical Atlas of Blood Diseases (J. and 
A. Churchill, 16s.) is so popular with students and housemen 
that we are not surprised to receive a copy of a fifth edition. 
It is both the virtue and the fault of the book that it is a 
collector’s handbook, and a few new specimens have been added 
without any rearrangement of the collection such as most 
haematologists would feel was overdue. The additional plates 
are not so good as the old and do less than justice to the results 
obtained by sternal puncture. 


In its fifth edition Major H. H. Cray’s Sanitary Inspector's 
Handbook (H. K. Lewis and Co., 18s.) has been revised in the 
light of recent progress. Account is taken of the far-reaching 
influence of present-day war conditions upon the range and 
relative importance of the sanitary inspector’s duties. Emergency 
enactments brought into being to meet the needs of the hour 
are for the most part passed over in silence, but attention is 
properly directed to any statutory changes which promise to 
be more permanent. The fifth edition may be commended as 
timely and reliab'e. In these and other respects it maintains 
the high standards of its predecessors. 


The American book by Helen Clapesattle, entitled The Doctors 
Mayo, which was reviewed in our issue of March 28 (p. 415), is now 
published in this country by the Oxford University Press at 22s. 6d. 


Preparations and Appliances 


AN APPARATUS TO MEASURE MUSCLE RECOVERY 
AND RANGE OF JOINT MOVEMENT 


Mr. G. A. F.R.C.S.Ed., and Mr. GeorGE Brooks 
write from the Wilkie Surgical Research Laboratory, Univer- 
sity of Edinburgh: 


An accurate estimation of the degree of functional recovery 
from an injury is of importance to the surgeon, the physical 
therapist, and the insurance assessor, especially when injury 
has been done to the nerves, the muscles, or the joints of the 
hand. A patient who does not see proof, of his progress under 
treatment may become disgruntled and uncooperative. Instead 
of continuing with enthusiasm at his exercises, massage, or 
occupational therapy, he becomes irregular in his attendances 
and finally ceases to appear for treatment. If there was some 


device by which one could estimate the rate and degree of 


progress under treatment, and at the same time demonstrate 
this to the patient, he would be stimulated to redoubled effort. 

With this object in view we devised a dynamometer. The 
apparatus consists of an oblong box, the form and dimensions 
of which are shown in the diagrams. It carries an upright 
post, A, from which the spring balance B is suspended. By 
means of a system of light vulcanite pulleys, c and D, one of 
which acts on the pivot E, the excursions of the finger plate 
and finger rest F and G are registered on the spring balance 
B in grammes of pull. The range of movement of F and G 
can be read also in degrees on the protractor scales H and I. 
By means of this additional check a greater degree of accuracy 
can be obtained when individual joint movements are compared 
from time to time during treatment. 

The finger-plate attachment J is fitted to the apparatus at 
1 or 2, depending on whether it is the distal or proximal inter- 
phalangeal joint that is being examined. With the finger-plate 
attachment in position at 1 or 2, the strength of the flexor 
digitorum profundus and of the flexor digitorum sublimis is 
estimated by noting the position of the indicator of the spring 
balance B. If the finger-plate attachment is fixed at 3, not only 
the strength of the pull in grammes but also the range in degrees. 
can be read on the scales of B and H. Estimates of the strength 
and range of abduction or adduction of the fingers to or from 
the middle line can be made by fitting the finger rest to the 
apparatus at the pivot hole k. The finger rest is slightly higher 
than the level of the box itself, and it is inclined forwards. 
Thus the finger is slightly hyperextended at the metacarpo- 
phalangeal joint to eliminate the action of the extensor tendon 
so that a more accurate appraisal of the power of the interossei 
and lumbrical muscles may be obtained. 

Friction is partially reduced during the performance of those 
movements by the movable roller of the finger rest and the 


pivoting of the pulley wheel at E. The power of these move- 
ments can be read off also on the scale B, and their excursion 
described in degrees of movement by reference to the protractor 
scale I. 


Perspective View (Not to Scace)) 


Fincer 
Pate. 


C. 1942. 


Fic. 2 


The apparatus is inexpensive and simple in action. We 
believe that it will serve a useful purpose in indicating the 
degree of functional recovery of the joints of the fingers during 
treatment. 
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ACUTE ASEPTIC MENINGITIS 


Up till 1925 confusion was present in the description of 
various cases of meningitis, apart from syphilitic and 
tuberculous meningitis, in which the cerebrospinal fluid 
was bacteriologically sterile and contained an increased 
number of mononuclear cells. At that time Wallgren’ 
brought clarity to the situation by gathering a number of 
them into a symptom-complex of unknown aetiology which 
he termed “ acute aseptic meningitis.” All these cases had 
an acute onset, fever, and symptoms of meningeal irritation, 
and recovered completely after a short illness. Since then 
three viruses which give rise to the clinical picture of acute 
aseptic meningitis have been isolated. The most common 
of these is that of lymphocytic choriomeningitis, which has 
been found in U.S.A., Great Britain, France, and Japan. 
The virus of swineherd’s disease (Durand et al.*) also pro- 
duces this picture, but is found only in neighbouring areas 
of France, Switzerland, and Italy. Lastly, there is the virus 
of pseudo-lymphocytic choriomeningitis (MacCallum ef 
al.*), which has been isolated on only two occasions, both 
in England. These three viruses provide only about one- 
third of the cases of acute aseptic meningitis ; the remainder 
are of as yet unknown aetiology. 

Lymphocytic choriomeningitis appears to be much more 
frequent in the United States than in any other country, 
possibly because it has been more intensively and exten- 
sively studied there. The virus was first isolated in 1934 
by Armstrong and Lillie* in the U.S.A., and since that time 
36 proved cases of the meningeal form, including three of 
the encephalomyelitic type and one proved and one 
probable case of systemic infection without meningeal 
involvement, have been reported. In addition, examination 
of sera showed neutralizing antibodies in 32% of 58 cases 
diagnosed as aseptic meningitis, 28% of 106 cases with 
recent influenza-like illness but no signs of meningeal irrita- 
tion, and 10% of 1,000 individuals chosen at random who 
gave no history of any involvement of the central nervous 
system (Wooley et al.’). In this country there have only 
been 5 reported isolations of the virus from human beings, 
and neutralization tests on suspected cases have shown a 
very small proportion of positives. The high percentage 
of positive sera from individuals showing no obvious in- 
volvement of the C.N.S. indicates that there is no single 
clinical picture which can be said to include all cases of 
infection with the virus. However, there are certain indi- 
cations that may lead one to differentiate between a typical 
case of lymphocytic choriomeningitis with meningitic 
symptoms and one of acute aseptic meningitis of unknown 
origin as described by Wallgren. In a group of 23 proved 
virus cases Baird and Rivers® found 16 gave a history of an 


1 Acta pediatr., Stockh., 1925, 4, 158. 
2C.r. Acad. Sci., 1936. 203, 33. 

3 Brit. J. — Path., 1939, 20, 260. 

4 Publ. Hith ‘/e Wa_h., 1934, 49, 1019. 
5 Ibid., 1937, 2, 1105. 

6 Amer. J. publ. Hith., 1938, 21, 47. 


influenza-like precursory illness which lasted from one to 
three weeks before the onset of meningitis. Contrasting 
with these, in a group of 18 patients with meningitis of 
unknown cause, there were only 3 who had a prodromal 
illness. 

Following the injection of infective mouse brain into 
human beings (Lepine et al.’) fever develops in one and a 
half to three days, and the virus is present in the blood 
usually from then till the onset of meningitis. The pro- 
dromal symptoms develop five to ten days after exposure to 
the virus and are of one to three weeks’ duration. Fever, 
ranging from 100° to 103° F., usually occurs in two or three 
waves, with a remission before the onset of meningitis. 
Then comes an acute onset of fever and chills, generalized 
headache, and nausea and vomiting. There may be lumbar 
backache, drowsiness, and disorientation. On _ physical 
examination the usual signs of meningitis are present in 
varying degrees. The blood counts are as a rule normal 
during this stage, but virus may occasionally be detected 
in the first few days of meningitis. The cerebrospinal 
fluid is usually clear or slightly turbid, and rarely shows a 
fibrin clot on standing. The pressure may be normal or 
increased. The cell count has varied from 63 to 3,200 per 
c.mm., with the average about 600 to 1,000, of which 95 
to 100% are usually lymphocytes. The sugar and chloride 
content are usually normal, though both may be reduced. 
The protein may be normal, but is usually elevated to 
50 to 200 mg. per 100 c.cm. of fluid. The virus can be 
isolated from the cerebrospinal fluid during the first 7 to 
10 days of meningitis, but then as a rule disappears. A 
positive complement-fixation reaction with the blood 
commonly appears 3 to 4 weeks after the onset and dis- 
appears in 4 to 6 months, in contrast to neutralization, 
which does not appear for 6 to 8 weeks and lasts 
much longer. An excellent description and detailed 
study of a typical case is included by Farmer and 
Janeway® in their complete review. In this, the most 
recently reported case, the patient, a girl of 21, removed a 
dead mouse from a trap. Three days later she began to 
feel listless, had occasional spells of light-headedness, and 
looked unwell. On the fourteenth day she visited her 
doctor, who found her temperature was 101° F. (oral) 
and that she had lost 8 Ib. in weight in the past month. 
Though weak, she was able to continue her studies till the 
twentieth day, when she developed headache, stiffness of 
the neck, nausea and vomiting, loss of appetite, drowsiness, 
and lumbar backache. The virus was isolated from her 
spinal fluid on the twenty-seventh and thirty-fifth days 
of the illness. However, for every such typical case there 
must be very many with only a few influenza-like symptoms 
and no signs of central nervous system involvement. A 
very good example of such an illness was that described 
by Armstrong and Hornibrook’ as the result of an acci- 
dental laboratory infection. The patient was carrying out 
research on the virus and constantly handling infected mice. 
There was no circumstance which might indicate the 
possible incubation period of the disease. His first 
symptoms were troublesome pains in his arms, shoulders, 
and back, with an accompanying temperature of 99.4° F. 
By the following day he had lost his appetite and the 
lumbar pain had increased. The fever lasted five or six 
days. The acute illness lasted only a week, but weakness 
and prostration persisted through the following week. 
There were no symptoms or signs of involvement of the 
nervous system. A white blood count on the fifth day of 
illness revealed leucopenia of 2,900 cells. The virus of 


r. Acad. Sci., ‘204, 1846. 
8 Medicine, 1942, 21, 
9 Publ. Hith. Rep., Wash., 191. 56. 907. 
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lymphocytic choriomeningitis was isolated from the blood 
on the fifth day of fever, and his serum, which had been 
negative, gave strong protection against the virus six weeks 
after the illness. 

The source of infection and portal of entry of the virus 
in man has not been settled as yet. However, the weight 
of evidence at hand indicates the grey mouse (Mus 
musculus) as the reservoir in the naturally occurring disease. 
Armstrong and his colleagues'" have found a much greater 
percentage of infected and immune mice among those 
caught in the houses where cases have occurred than 
among mice from homes where the illness has not been 
present. Experiments carried out over 4 years by Traub” 
in a stock of white mice, and those of Haas,’* also in white 
mice, indicate that mice infected in utero probably transmit 


the infection to their offspring and contacts by their nasal - 


secretions. However, their urine, faeces, and semen also 
contain active virus, which may be the source of infection 
for human beings. Seven naturally infected house mice 
trapped in Washington showed no symptoms during five 
months’ observation, but transmitted the infection to 
normal white mice placed in the cage with them. These 
latter also showed no symptoms, but virus was present in 
their blood. In the case of Farmer and Janeway* the virus 
was isolated not only from a mouse found in the fourth- 
floor flat of the patient but also from the embryos of a 
pregnant mouse trapped in the cellar of the same building. 
The virus has been shown experimentally to infect by 
penetrating the unbroken skin of the guinea-pig, which 
suggests this as the portal of entry in those who handle 
infected mice without gloves. The virus may be present 
in the dust where infected mice have been and infection 
may take place by the nasal route. But in man the virus 
has been isolated only once from the nasopharynx, and in 
that instance the patient was never shown to have developed 
immune bodies, so proof that the virus was of human 
origin is lacking. Dogs, both in America (Dalldorf'*) and 
England (Findlay et al.’*), also have been shown to harbour 
the virus in their spleen, and an inoculated dog transmits 
the infection to his cagemate. Farmer and: Janeway‘ 
describe a case in which a dog might have been the source 
of infection. Strangely enough, there is no indication that 
cats are infected or carry the virus. 

The most likely disease with which trouble in diagnosis 
may arise is tuberculous meningitis. Very little difference 
may be noted till the latter suddenly enters the terminal 
stage and is fatal. The web-like clot which usually forms 
on standing is a good point of differentiation. The sugar 
content is usually decreased below 45 mg. and the chloride 
content below 650 mg. per 100 c.cm., but normal findings 
should not be taken as ruling out tuberculous meningitis. 
The percentage of lymphocytes in the cerebrospinal fluid 
rarely rises above 80. Also the blood sedimentation rate 
is elevated. If proof is desired of the virus aetiology of a 
case two courses may be followed. Inject 5 to 10 c.cm. of 
blood intraperitoneally in a guinea-pig in the pre-meningitic 


phase and the same amount of cerebrospinal fluid in the 


stage of meningitis. Elevation of the temperature to 
104° F. (per rectum) for one or two days probably indicates 
infection ; and the spleen and/or brain should be removed 
aseptically, placed in 50% glycerin in saline, and stored 
in the ice-box till sent to a laboratory for identification. 
Serum taken in the acute and convalescent (fifth to sixth 
week) stages can be examined for immune bodies to 
lymphocytic choriomeningitis virus. 


10 Ibid., 1940, 55, 1222. 

11 J. exp. Med., 1939, 69, 801. 

12 Pub!. Hith. Rep., Wash., 1941, 56, 285. 
13 J. exp. Med., 1939, 70, 19. 

14 J, R.A.M.C., 1940, 75, 8. 


EXPERIMENTAL SHOCK AND THE 
“CRUSH SYNDROME” 


Since the crush syndrome was first recognized as of 
common occurrence after air raids, the treatment of it has 
been the subject of much speculation. The chief reason 
for this is lack of knowledge of its pathogenesis. Accor- 
ding to one school of thought, summarized in a recent 
discussion at the Royal Society of Medicine,’ shock and 
renal damage are two aspects of the same primary lesion 
—muscle necrosis—although their obvious results are 
separated in time by seven days : the shock is due to plasma 
leaving the blood stream and entering the injured area, and 
the renal damage due to substances such as myohaemo- 
globin and acid metabolites leaving the damaged area and 
entering the general circulation as soon as the local blood 
supply is re-established. On this view the first line of 
treatment is to establish an alkaline diuresis along the lines 
shown by Baker and Dodds’ in 1924 to be effective in 
protecting animals from the renal effects of intravascular 
haemolysis ; later, to combat shock. Another view, put 
forward by Patey and Robertson,’ is that the condition, 
including its renal manifestations, is the result not of toxic 
bodies liberated from damaged muscles but simply of the 
loss of blood constituents into the injured limb. They 
accordingly treated two cases by an inflatable rubber cuff 
designed to prevent or diminish the local oedema ; whether 
it had any effect other than this is rather doubtful, as treat- 
ment in the first case was started during recovery (11th 
day), and the second case, tréated from the first day, showed 
no evidence of shock: or renal damage except red cells 
and some albumin in the urine. 

Recent experimental work by Duncan and Blalock from 
the Johns Hopkins Hospital* has shown conclusively that 
the severity of a similar type of shock produced by a 
crushing clamp may be modified by subjecting the damaged 
limb to a pressure of 40 mm. Hg in a pneumatic cuff. 
As, however, the treated animals which survived shock 
were killed before renal failure could become fatal, and 
as there is no record of a rise of non-protein nitrogen in 
the treated group, to compare with that of the untreated 
group, these experiments offer no ground for deductions 
as to the effect of pressure therapy on renal damage. To 
apply the results of these experiments directly to man and 
to advocate, as was suggested recently in these columns 
by Patey and Robertson,’ routine use of such a method 
throughout the country may be unwise. In our present 
issue they give clear instructions how to apply a bandage 
so as to exert a pressure of about 40 to 60 mm. Hg ona 
limb. It appears possible from the dog experiment that 
a tight bandage or a pneumatic cuff will limit plasma 
transudation and thus the degree of shock due to such 
plasma loss. The oedema, however, is only sympto- 
matic of muscle necrosis and, if plasma loss be made 
good, is eventually absorbed. Considering how often in 
such crush cases there is diminution of peripheral pulsa- 
tion or actual gangrene, some anxiety might legitimately 
be felt about this method of preventing shock, because 
in inexpert hands the bandage is easily applied too 
tightly. The use of serum and plasma is a more generally 
applicable way of combating the shock of crushing injury, 
at all events until well-controlled observations have shown 
in man whether the pneumatic-cuff procedure is beneficial 
or not. If the renal damage is due to substances absorbed 
from the damaged area, as appears possible, the effect of 


1 Proc. roy. Soc. Med., 1942, 35, 321. 
2 Brit. J. exp. Path., 1925, 6, 247. 

3 Lancet, 1941, 1, 780. 

4 Ann. Surg., 1942, 115, 684. 

5 British Medical Journal, 1942, 2, 53. 
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a pressure cuff, if applied with alternate positive and nega- 
tive pressures, may be to hasten absorption from the 
damaged area. On the other hand, a pressure adequate 
to diminish the reactive hyperaemia seen surrounding a 
necrotic area may delay absorption of such products long 
enough either for a natural re-establishment of normal 
capillary impermeability or for a therapeutic protection 
of the kidneys by alkali. The possible use, for such a 
purpose, of a tourniquet for a short time has already been 
proposed.’ 

It is clear, therefore, not only from this and previous 
discussions of the merits of various types of treatment, but 
also from-a review of the published cases, that extreme 
care must be exercised before claiming any particular type 
of therapy as effective. To begin with, the possible fal- 
lacies inherent in the application of experimental animal 
results to man are well known. Then, in clinical work, 
such facts as these must be borne in mind: (a) severe 
cases may occasionally recover without any treatment at 
all’ ; (b) slight cases (one-third of those surveyed') recover 
without or in spite of treatment; (c) other injuries such 
as haematoma and pressure injuries of nerves closely 
simulate certain aspects of crush syndrome. It is essential, 
therefore, in order to ascertain the efficiency of any treat- 
ment, to establish criteria by which the severity of the 
lesion may be estimated. The degree of haemoconcentra- 
tion and the blood-pressure fall are the most useful criteria 
of “shock”; the height of the blood urea, the urine out- 
put, and the urinary urea concentration have been suggested 
by Bywaters' as the most useful for renal damage. In 
most cases severity of shock and severity of renal damage 
seem to run parallel: this has been thought to account for 
the failure to notice this syndrome in the days when trans- 
fusion was in its infancy, as severely shocked patients, 
untreated, do not survive to show renal failure. Further- 
more, the extent of the injury, according to this survey of 
over 70 cases, appears to determine the severity of both 
shock and renal damage. These criteria are for the estab- 
lished case ; most of them, except the extent of the injury, 
would be useless if by some means the signs of shock and 
renal damage could be prevented. Prevention to be 
effective probably depends on early treatment, certainly 
as regards shock, and probably as regards renal damage 
also. The above signs would not therefore be manifest. 
It may be that the excretion of such products of muscle 
necrosis as creatine and myohaemoglobin in the urine may 
turn out to be the criteria of complete success in therapy, 
together with the later muscle fibrosis. Further experi- 
mental studies and careful observation of air-raid victims 
and the effects of treatment from the very first are both 
most urgently needed. 


RATIONALIZING CHEMOTHERAPY 


Sulphonamide chemotherapy passed from the empirical to 
the rational two years ago with the discovery by Fildes and 
Woods of the mode of action of sulphanilamide. Their pre- 
cise disclosure of its point of attack in chemical terms not 
only settled an acute controversy but opened the door to fur- 
ther developments on more sure and promising lines. What 
the practical fruits of this discovery may be is now becom- 
ing apparent. The action of sulphanilamide on haemolytic 
streptococci and other bacteria is simply to prevent the 
utilization of a substance essential for their growth, which 
is p-aminobenzoic acid. Thanks largely to the earlier work 
of Fildes and his collaborators, various other substances of 
defined chemical composition, now referred to as essential 
growth factors, are known to be necessary for the growth 


of certain pathogenic bacteria. There being a close and 
simple chemical relationship between p-aminobenzoic acid— 
the growth factor—and sulphanilamide—the growth inhibi- 
tor—it can be predicted that a compound having this relation- 
ship to another growth factor will inhibit growth by prevent- 
ing its utilization. Several such inhibitory analogues have in 
fact been designed and found to function as expected, their 
relationship to the growth factor being the substitution of 
—SO;H or —SO.NH: for —COOH. The latest product of 
this form of constructive reasoning, one which may prove 
to be of great therapeutic importance, is now described 
by H. Mcllwain.* Pantothenic acid is an essential growth 
factor tur many pathogenic bacteria, and an analogue which 
should be inhibitory is pantoyltaurine. This substance, as 
theoretically predicted, inhibits the growth of bacteria re- 
quiring pantothenic acid, including Str. pyogenes, Pneumo- 
coccus, and some strains.of C. diphtheriae, and has no effect 
on the growth of Bact. coli and Proteus vulgaris,’ which 
do not require it. As in experiments with sulphanilamide 
and p-aminobenzoic acid, the presence or absence of growth 
depends on the relative concentrations of pantoyltaurine 
and pantothenate ; the capacity of various natural fluids 
such as muscle extract, plasma, and urine, to antagonize the 
inhibitory action of pantoyltaurine varies with their content 
of pantothenate. It is an important point that this content 
in none of the materials tested was such as could prevent 
the effect of a moderate concentration of pantoyltaurine in 


body. 


There are other considerations affecting possible 
therapeutic use. One is the tolerance of the body, and of 
this it is said that 2.5 g. per kg. body weight can be fed 
tou mice without ill effect. Another is the degree of 
susceptibility of individual bacterial species ; there are varia- 
tions in this even though the organisms concerned all re- 
quire pantothenate. To express a further factor which must 
be taken into account Mcllwain proposes the term “ anti- 
bacterial index” for the ratio between the concentration 
of the inhibitor and that of the growth factor which it will 
just antagonize. The antistreptococcal index of sulph- 
anilamide is 25,000, the concentration of this drug neces- 
sary to prevent the growth of S. pyogenes being this much 
greater than that of p-aminobenzoic acid present in the 
medium, regardless of the absolute amounts of either. But 
the antipneumococcal index of pantoyltaurine is 1,000 and 
the antistreptococcal only 500. Pantoyltaurine is in fact the 
most effective inhibitory analogue so far studied in this 
way; as judged by this criterion. Information about its 
actual therapeutic effect will be awaited with great interest. 
Meanwhile it may be seen to what elucidation of obscure 
problems in antiseptic action the fundamental work of the 
department of bacterial chemistry founded by Fildes is 
now leading. In another paper MclIlwain? describes the 
application of similar methods to an investigation of the 
apparently more complex action of acriflavine. This is 
going considerably further than the work of S. D. Rubbo, 
M. Albert, and M. Maxwell,’ who have nevertheless by a 
study of the mono-aminoacridines done much to relate 
chemical structure with antiseptic and other biological 
activity. It is not too much to say that the work of Fildes 
and his colleagues will rank as an achievement at least 
equal to that of the original discovery of prontosil itself. 
Domagk’s work, although everything else has followed 
from it, left the whole subject in the darkest theoretical 
obscurity ; that of British workers has made its mechanism 
plain. The difference between their two methods is that 
between delving in a lucky dip and constructing to a design. 


1 Brit. J. exp. Path., 1942, 23, 95. 
2 Biochem. J., 1941, 35, 1311. 
3 Brit. J. exp. Path., 1942, 23, 69. 


of 
AS 
T- A 
nt 
id 
yn 
re 
1a 
id 
O- 
id 
od 
of 
es : 
in 
ar 
ut 
mn, 
ic 
he 
ey 
aff 
er 
th 
Ils 
ym 
iat 
a 
ed 
iff. 
ck 
nd 
in 
ted 
yns 
To 
nd 
od 
ent : 
ge i 
1a 
hat 
ma 
ide 
in 
sa- : 
ely 
use 
too 
lly 
wn 
ped 
of 


224 AuGustT 22, 1942 


THERAPEUTIC USES OF CURARE 


BritisH 
MEDICAL JOURNAL 


THERAPEUTIC USES OF CURARE 


Sir Walter Raleigh brought the arrow poison of the Aroras 
from “the large and beautiful land of Guiana” in the 
sixteenth century, but it was not until 1865 that Claude 
Bernard showed that its principal action was the paralysis 
of transmission at the neuromuscular junction. Clinical 
interest in curare was renewed after the discovery by 
Bremer in 1927 that small doses, insufficient to paralyse 
the intact skeletal musculature or to embarrass respira- 
tion, selectively released the spasm of decerebrate rigidity. 
Similarly, West’ observed a selective response with sub- 
paralytic doses in human spastic paralysis, a so-called 
“lissive effect” which was not present in all samples of 
curare and was not associated with any known constituent. 
This variation in the composition of the drug may explain 
other anomalies in its use as an adjunct in the physio- 
therapy of spastic paralyses. Thus, whereas Burman’ noted 
a selective release of plastic muscular rigidity and spasm, 
lasting two or three days on intramuscular injection, 
Bennett’ found these desirable results far more transient 
in comparable cases. However, Denhoff and Bradley’ have 
confirmed Burman’s results on six children with cerebral 
palsy whom they studied for four months. A standardized 
stable curare administered intramuscularly gave improved 
relaxation in the hypertonic muscles for about four days, 
so that it was necessary to inject their patients only twice 
weekly. Efficiency combined with safety was attained only 
when the dosage was determined individually, by noting 
the responses to increasing doses ; the margin of safety is 
not very large and adequate supervision was required the 
whole time. On the other hand, when the optimal dose 
had been found the response was remarkably uniform. 
Denhoff and Bradley abandoned the intravenous route of 
administration because of the prevalence of paralytic 
symptoms, with evidence of respiratory embarrassment. 
They confirmed previous observations that with large doses 
the paralysis affects the facial muscles first, followed by 
relaxation of the neck, trunk, and limbs. During the acute 
stage there may be pallor and excessive perspiration, con- 
fusion, diplopia, and slow shallow respirations. The symp- 
toms may be alarming, but pass off without treatment in 
40 minutes, though for the next 24 hours the lethargy is 
sufficient to interfere with physiotherapy. Von Eiiler’ has 
shown that intracisternal injection of curarine in animals 
may cause a profound stimulation and even convulsions ; 
although this is hard to equate with the clinical findings, 
it does suggest that some of the acute symptoms may be 
due to a central action of curare, an action that is normally 
overshadowed by the peripheral paralysis. Dangerous 
symptoms may be averted by injection of prostigmine or 
adrenaline. The paralytic as opposed to the “lissive” 
action of curare has been employed in the symptomatic 
treatment of various convulsive states. Thus curarine has 
even been used as an intravenous drip, 1/4 mg. per kilo 
per hour, to prevent the weakness and fatigue which hastens 
death in tetanus,’ but the number of recorded cases is not 
yet sufficient to estimate its value. However, Bennett has 
used curare to prevent fractures in leptazol shock therapy 
with considerable success. 

The search for curare substitutes has been encouraged 
by the difficulties in obtaining the drug from the South 
American witch-doctors. Two types of substitute have 
been investigated : quaternary ammonium compounds and 
erythrina derivatives. Quinine methochloride has a curari- 
form action even on oral administration, and Bennett has 
experienced some success using 3 to 4 grammes daily in 


1 Laucet, 1936, 1, 12; Proc. roy. Soc. ows 1935, 28, 565. 
2 Arch. Neurol. Psychiat, Chicago, 1939, 41, 307. 

3 Amer. J. med. Sci., 1941, 202, 102; J. Poa med. Ass., 1940 114, 322. 
4 New Engl. J. Med., 1942, 226, 411. 

5 Acta physiol. scand., 194i, 2; 327. 


eight cases of spastic athetoid paralysis. Erythroidine 
hydrochloride has also been studied in Parkinsonism and 
spastic paralyses®; the toxic reactions seemed too severe 
to allow continued trials, although, as they are out of all 
proportion to those experienced in animal experiments, 
other derivatives of erythrina may prove more useful. 


INCLUSION CONJUNCTIVITIS 


Immediately on the publication in 1907 by Halberstaedter 
and v. Prowazek of the finding of minute bodies in the 
epithelial cells of the trachomatous conjunctiva the validity 
of these findings and their specific significance were called 
in question by many. The issue became more confused 
when Stargardt in 1909 demonstrated inclusion bodies 
in various ocular conditions, among them a case of bac- 
teriologically negative ophthalmia neonatorum, and when 
Haymann observed inclusion bodies in a series of cases 
of gonococcal ophthalmia neonatorum. It came to be 
widely believed that inclusion bodies were a reaction pro- 
duct of the epithelial cells to either the organism of 
trachoma or the gonococcus, but that it itself was not 
an aetiological factor. Herzog attempted to correlate 
ophthalmia neonatorum with trachoma by suggesting that 
trachoma was produced by an evolutionary form of the 
gonococcus adapted to parasitism on the epithelial cells, 
whilst Lindner, with more justification, divided ophthalmia 
neonatorum into two groups—one due to the gonococcus 
and the other to inclusion bodies, because he found that 
the bacteriologically negative cases of ophthalmia neona- 
torum showed these bodies. He linked this inclusion body 
ophthalmia with trachoma, regarding trachoma as a modi- 
fied form of genital infection. This was because a macacus 
and a baboon developed a conjunctivitis indistinguishable 
clinically from trachoma when inoculated with the vaginal 
secretion of a mother whose child, shortly before, had been 
born with inclusion ophthalmia neonatorum. That the 
inclusion bodies may have been the infective agent was 
suggested later when Halberstaedter and v. Prowazek found 
them in the genital epithelium of a mother giving birth 
to an infant with inclusion blennorrhoea. The unity of 
trachoma and inclusion ophthalmia neonatorum is still up- 
held by Lindner, who regards both affections as a mani- 
festation of the same agent ; trachoma to him is essentially 
a genital infection, and inclusion blennorrhoea is the more 
primitive form of trachoma. Inclusion blennorrhoea, in his 
terminology, is paratrachoma and has the same relation to 
trachoma as paratyphoid has to typhoid. 

Inclusion conjunctivitis takes several forms, and may 
appear as a bacteriologically sterile ophthalmia neona- 
torum, as a mixed infection with a gonococcus and other 
organisms,’ or as follicular conjunctivitis in children and 
adults, particularly in the form of so-called swimming-bath 
conjunctivitis. These local conditions find a counterpart in 
a non-specific urethritis in men and cervicitis in women: 
inclusion bodies are found and the genital infection runs 
a mild course.” The problem of the relation of inclusion 
conjunctivitis to other virus infections, such as trachoma 
and lymphogranuloma inguinale, is now much simplified 
by the clear recognition of these various types. The appar- 
ent confusion, which was precipitated by the first descrip- 
tion of inclusion cells in ophthalmia neonatorum, has led 
to a valuable consolidation of our knowledge of ophthalmia 
neonatorum and of a whole group of follicular reactions 
in the conjunctiva, as well as a clear recognition of yet 
another type of venereal disease. The inclusion bodies of 
trachoma are distinct from those seen in ophthalmia neona- 
torum and genital infection of the inclusion type. 


6 Arch. Neurol. Psychiat., Chi go, 1941, 45, 649. 
7 Amer. J. Ophthal., 1942, 25, 
8 Arch. Ophthal., Chicago, 1942, ‘97, 91. 
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Lieut.-Colonel, R.A.M.C.; Chief Instructor, No. 1 Depot, 
R.A.M.C. 


From time to time articles have appeared in this and other 


journals on various aspects of the life and functions of the 
Army medical officer. It must be assumed that any prospective 
R.A.M.C. officer who has access to them will have read these 
articles, yet it is noticeable that many of the medical officers 
entering the Services have failed to appreciate that an Army 
doctor in almost any position must have a working knowledge 
of various military subjects if he is to function efficiently. 

The metamorphosis, for such it is, from civil to military 
medical practice involves three important changes: (1) a 
domestic change, from private to communal life ; (2) a change 
of sphere, from work in a relatively simple and static com- 
munity to work in a complex, disciplined, and essentially 
nomadic organization ; (3) a change in horizon, in that whereas 
in civil practice the doctor’s primary concern was medical care 
of the sick or hurt, he is now joining a Service in which care 
of the sick and hurt is ancillary to medical care of the healthy. 
Although the implications of the first of these changes are 
generally realized by the prospective medical officer, those of 
the second are usually only vaguely sensed, and those of the 
third change seldom appreciated at all. 


Functions of the Army Medical Officer 


The general functions of the Army M.O. fall in the main 
into one of the following three groups: 


1. Maintenance and Servicing.—The typical representative of 
this group is the regimental medical officer, more formally 
known as the officer in medical charge of effective troops. His 
work and responsibilities have been ably described in the articles 
already referred to (Middleton, 1940; Robinson, 1941 ; Burges, 
1941; Tidy, 1942). Briefly, the R.M.O. is the commanding 
Officer’s technical expert in the maintenance of the fighting 
health of his unit. As such, everything which directly or 
remotely may affect the health of the officers and men is his 
concern. If he is to fulfil his function efficiently not only must 
he be a competent doctor but he must have an adequate know- 
ledge and understanding of the work of the unit he serves. 

2. Salvage.—-Under this heading may be grouped all units 
whose responsibility is the collection of casualties and their 
delivery in repairable condition to the repairing units. Its 
typical representative is the Field Ambulance. The Field 
Ambulance medical officer must be active, self-reliant, a leader 
of men, and able to find his way about in unfamiliar territory 
and amid the complexities of the military formations in battle. 
He must be a competent soldier as well as a doctor. 

3. Repair and Reconditioning—Under this heading come the 
C.C.S., hospitals of all types, and units responsible for the 
control of post-hospital convalescence. It should be noted that 
fepair and reconditioning aim at the return of the repairable 
casualty to full military health as expeditiously as possible. This 
objective must never be forgotten. Even in this group the 
medical officer, be he a specialist or not, must possess military 
knowledge and understanding, if only to enable him to turn out 
his work in the form most useful to the army he serves. 


But there are additional and more personal reasons for his 
possession of military knowledge. Let us take the case of 
an officer who has entered the R.A.M.C. as a specialist or 
graded specialist in, say, anaesthetics. It is understandable 
that, knowing nothing of the Army, he may tend to assume 
that his work will be much the same as it was in civil life 
and that knowledge of such things as map-reading, organiza- 
tion, military law, soldiers’ affairs, and so on will not concern 
him. He may be sent to work in a C.C.S. or a military hospital 
and spend most of his time in his specialty. But it is unlikely 
that this will occupy him fully all day or every day, and in 
a military hospital there are many other duties in which he 
will be expected to bear his share when he is free. Not a few 
of them will require military as well as medical knowledge. 
He may, on the other hand, be sent to join a mobile surgical 
unit as its anaesthetist, perhaps to replace another who has 
become a casualty. He may find himself reporting for this 
duty somewhere in the desert, informed that his unit is at 


“Point X,” 30 miles away, given a truck and a driver, and 
expected to carry on, perhaps in the dark. If he does not know 
how to find his way about he is likely to get lost; he may 
cause his driver and possibly others to lose their lives; and 
the mobile surgical unit may continue to be short of an anaes- 
thetist. Even the specialist must be a fitted piece in the military 
machine. If not, he may be a potential spanner in the works. 


‘The Preliminary Course for R.A.M.C. Officers 


Doctors share with chaplains a privilege which is at the 
same time a disadvantage, in that they normally enter the Army 
as commissioned officers without any previous service or ex- 
perience in the ranks. All other officers are now commissioned 
only after a period of service in the ranks followed by training 
in an O.C.T.U. An untrained newly commissioned medical 
officer cannot avoid feeling a notable greenhorn in any congre- 
gation of officers. 

The preliminary course of instruction for R.A.M.C. officers 
is designed to reduce the acuteness of this disadvantage. It 
comprises three weeks’ training in the officers’ wing of one of 
the R.A.M.C. depots, followed normally by a further week 
at the Army School of Hygiene. A description of the course 
at one of these depots has already been published (Cameron, 
1942) and may be accepted as typical. During the course the 
metamorphosis is performed under expert and sympathetic 
guidance. The domestic change, shared with others at the same 
stage, becomes less drastic; the change of sphere, with new 
understanding, comes naturally ; the change of horizon begins 
to develop. The officer emerges from the metamorphosis a 
fledgeling perhaps but not a self-conscious greenhorn, with a 
growing instinct of how to find his way about in his new work, 
with an increasing tactical sense, and feeling and looking fitter 
physically than he has done for years. 

It has been argued repeatedly that it is possible for a doctor 
to turn himself into a competent Army medical officer without 
attending a preliminary course of instruction; that, in fact, 
many have done so; and that such a course is a waste of 
valuable professional time. An analogous argument can be 
advanced that it is theoretically possible for a suitably gifted 
individual to become a competent doctor without attending a 
medical school. The medicine we practise to-day began with 
the work of such men. In both cases the process is hard on 
the aspirant and unfair on the patients. The path is long and 
rough, and inevitably strewn with unnecessary casualties. That 
this is so in the case of the Army medical officer, those who 
have had to start work without a preliminary course are usually 
the most ready to admit. 

Finally, let it be said that the preliminary course is not a 
cramming course. Its aims are: to define the objects and 
principles of the medical care and management of soldiers : 
to give a general picture of the military machine and its medical 
organization, with close-ups of various aspects of a medical 
officer’s life and work ; to teach the new medical officer how 
to start to find the answer to “ What does A do now?” in 
various circumstances. It is in essence a reconnaissance ; and, 
to quote a well-known military axiom, “time spent in recon- 
naissance is seldom wasted.” 


I wish to thank Col. W. Foot, M.C., Commandant, No. | Depot, 
R.A.M.C., for permission to submit this article for publication. 
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It is reported (Dtsch. Militdr arzt, 1941, 3) that some 
2,102 persons (82%) of the occupants of a camp in Germany 
were attacked by Flexner dysentery, 20% of them on the first 
day and the rest in the course of six weeks. The incubation 
period was three to six days, the illness lasted on the average 
for two to three weeks, and the death rate was 3 per 1,000. 
In the first three days the bacteriological demonstration of 
bacilli was easy, but it was difficult towards the end of the 
first week, when the stools were slimy and watery. Extensive 
hygienic measures had to be taken in order to prevent the 
disease spreading. Treatment with rivanol is stated to have 
given excellent results. 
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PAEDIATRICS IN MEDICAL PLANNING 


The fourteenth annual meeting of the British Paediatric 
Association, recently held at Windermere, was devoted to a 
discussion on the future of paediatrics, having in mind the 
changes in the organization of medical services which will 
follow the war. 

Dr. J. C. SpENcE (Newcastle), who opened the discussion, said 
that three branches of paediatrics had to be planned for— 
namely, domestic practice, public paediatric services (such as 
child welfare and school medical care), and, finally, the 
hospital and institutional treatment of children. To ensure 
the success of each of these branches it was necessary to have 
active and progressive teaching units, preferably a hospital or 
a clinical unit closely associated in a hospital centre with other 
teaching hospitals and university scientific departments, and 
providing not fewer than 100 beds, with adequate out-patient 
and clinic facilities. These should serve as consultation centres 
for both private practitioners and the public health services. 
In the interests of both clinical science and the welfare of 
patients the artificial segregation of patients into medical wards 
and surgical wards should be abandoned ; patients should be 
re-grouped into clinical units, with wards arranged according 
to the age of the patients and the character of the disease, 
and to these units physicians, surgeons, and specialists should 
be attached. Another problem to which the British Paediatric 
Association should address itself was the form in which advice 
and constructive criticism should be given to the Ministry 
of Health in formulating its paediatric policy. He urged the 
setting up of an advisory committee—rather than the appoint- 
ment of a single adviser—membership of which would be 
limited to a certain term of years. 


Children’s Nursing 

Dr. ALAN MOncRIEFF dealt with a memorandum which has 
been put forward by the London members of the Association. 
He called attention in particular to the necessity for close 
co-operation with the health authorities as regards school 
medical work and child welfare work; to the danger of 
children’s hospitals losing their identity and becoming depart- 
ments of general teaching hospitals, and to the further danger 
of the special children’s nurses register being abolished. He 
said that certain children’s hospitals had recently appointed 
matrons without this diploma. Dr. REGINALD LiGHTWOOD said 
that in London as in other large cities a university centre for 
paediatrics was certainly needed for postgraduate training, and 
should be set up without delay. It should have a professor 
of paediatrics, and the hospital and academic sides of preventive 
paediatrics should be encouraged. Dr. N. Capon (Liverpool) 
referred to the shortage of applicants for training as sick 
children’s nurses. This would become even more serious unless 
something were done to raise the status of such nursing. In 
his view the problem could not be satisfactorily settled by 
accepting a short period of service in children’s wards as ade- 
quate training for paediatric nursing. He suggested that the 
association should make representations to the General Nursing 
Council that the register of sick children’s nurses should be 
maintained. Dr. F. M. B. ALLEN (Belfast) urged that the interim 
report recently presented by its committees to the Medical 
Planning Commission should be carefully studied by paedia- 
tricians, and the Commission made acquainted with their views. 


State Medicine and Paediatrics 

Dr. R. Coi.is (Dublin) said that State medicine in effect 
meant the handing over of the medical profession to become 
part of the patronage of a central or local authority whose 
main idea would always be “ safety first” or the maintenance 
of the status quo. What was needed was not a nationalized 
service, but a national medical service through a more complete 
national health insurance system, including provision for 
children. What he called “university medicine” should be 
made the centre of the medical organization, and in paediatrics 
the Hospital for Sick Children, Great Ormond Street, might 
well be the centre of paediatric organization, with a chair 
of paediatrics, the professor, and not the senior physician, 


holding the predominant position at the hospital. Dr. WiILFRIp 
SHELDON, while emphasizing the need for a post-war paediatric 
policy, said that perhaps the more immediate need was the 
solution of the numerous clinical problems of childhood which 
the war had created. He thought the association should 
approach the authorities concerned as an organization prepared 
to advise on, and assist in, measures to deal with such 
questions. Dr. C. W. Vininc hoped that the children at 
any rate would not be caught up into national health insur- 
ance. There should be a comprehensive medical service for 
children charged with supervising the well child in addition 
to the child who was ill. In such a scheme the family doctor 
would be in charge of a unit comprising perhaps 1,000 children, 
with their mothers, and he would work in close relation 
to a hospital service providing out-patient consultations and 
in-patient beds. 

In further discussion the part which the British Paediatric 
Association might take in the future planning of paediatrics 
was emphasized by Dr. K. D. WiLkinson, Dr. A. G. OGILVE, 
and Dr. DoNnaLD PATERSON. Dr. RICHARD ELLIS raised the 
question of regional planning in paediatrics and the need for 
the establishment of consulting centres visited by physicians 
on the staff of a university paediatric unit. He felt also that 
the experience of paediatricians of all nationalities would be 
required in combating the effect of widespread famine con- 
ditions in occupied Europe. Dr. L. G. Parsons (President) 
urged closer co-operation between hospitals and welfare centres, 
and also the greater stressing of paediatrics in the final 
examination of students. 

A resolution was passed instructing the committee to interest 
themselves in, and advise any appropriate authority on, current 
paediatric problems, and for this purpose it was empowered to 
co-opt members both from the Association and from other 
bodies. 


Correspondence 


Special Clinics and Planning 
Sir,—The figures you publish for the rising death rate of 
pernicious anaemia make sad reading (Aug. 8, p. 176). A 
similar rise is occurring in the death rate of diabetes mellitus 
(Peck, F. B., 1941, Southern Med. and Surg., 103, No. 10). 
Yet we know that in efficient hands, such as those of Joslin 


and Wilkinson, the mortality from these diseases can be greatly . 


reduced. It has now been my experience to found anaemia 
clinics at two teaching hospitals in succession. At each hospital 
a large proportion of the patients with pernicious anaemia who 
had been treated as in-patients were in bad shape when they 
were followed up. They subsequently responded to treatment 
and remained well while attending the anaemia clinic. Un- 
doubtedly the patients were to blame for neglecting treatment 
when they felt themselves cured. Nevertheless it is clear that 
private practice has not provided a satisfactory solution for 
the care of patients with diabetes mellitus or pernicious 
anaemia, who require lifelong maintenance treatment under 
laboratory control. It is unlikely that local health centres 
dealing with populations of the order of 25,000 will achieve 
much better results. 

Special clinics for this type of illness must be confined to a 
relatively small number of key hospitals in each area. More- 
over, their setting-up must be carefully controlled, for there 
is a real danger that clinics for individual diseases may multiply 
too fast and do harm in the end to the general practice and 


teaching of medicine. There is an obvious distinction between 


diseases like peptic ulcer and asthma, in which the patient takes 
no harm if he neglects treatment when he feels well, and 
pernicious anaemia and diabetes mellitus, where such neglect 
may prove fatal. Finally, methods must be devised for keeping 
in touch with the practitioner, so that he does not feel robbed 
of his interesting cases and is in a position to deal with the 
dangerous emergencies which may arise when a patient with 
pernicious anaemia or diabetes mellitus contracts another illness. 
This is an important section of medical planning which as yet 
has hardly received the consideration it deserves.—I am, etc., 

Oxford. L. J. Wirts. 
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Medical Planning and Research 


Sir,—There appears to be one aspect of future planning 
in the interim report of the B.M.A. Planning Commission which 
has not received the attention I believe it deserves, even if 
one remembers that the report is pragmatic and deals primarily 
with the practice of medicine. I refer to the question of 
medical research, both clinically and in the laboratory., In 
my own field of endocrinology most of the fundamental ad- 
vances in the understanding of disease and its alleviation or 
cure have depended upon experimental research, and’ I doubt 
if this is qualitatively less true of other fields of medicine. Most 
clinicians, during their practice of medicine, have felt with 
deep regret the inadequacy of the therapeutic resources available 
to them, and this has led in some instances to a keen and 
healthy interest in the social and preventive aspects of medicine, 
which branches of medicine are rightly assuming increasing 
importance. No one would doubt that medical research in 
this country is also developing on sound lines, but I feel that 
after the war its growth and depth can be vastly accelerated 
and augmented, and, further, that many of those practising 
medicine could participate in a very useful manner. 

In the first case no one should be able to attain consulting 
status who has not made his contribution to the advance of 
medical knowledge. This would, in practice, mean that all 
medical registrars (at least in teaching hospitals) would be re- 
quired to undertake research for a period of two years or more 
in the research department of their hospital. In my opinion 
no one is unsuited to participate in research, although the 
quality of the results is bound to vary enormously. Never- 
theless, anyone working in a proper research department is 
bound to make a contribution to medical knowledge, even 
though it may be of a negative character. We must also 
cestroy the opposite delusion that a brilliant research worker 
is necessarily, or even probably, a bad clinician. It may well 
be, as some contend, that research work at its optimum is a 
full-time job carried out by those whose lives are entirely 
devoted to it, but this does not mean that valuable research 
cannot be carried out by others, or that we should throw 
away any opportunity of creating a research army working 
in conjunction with leaders in this field, as indicated above. 
Such research work carried out over a period of years would 
enable those who ultimately restrict their activities to clinical 
work to appreciate the qualities of their research colleagues 
and to interpret their work. It might also help some research 
workers to appreciate the potential quality of collaboration 
with their clinical colleagues. 

Research in medicine, however, is by no means limited 
to the laboratory, and there are wide opportunities in the 
clinical and pathological fields. Such work is being undertaken 
every day by clinicians in hospitals in collaboration with their 
colleagues in the pathological departments. I think, however, 
that it is gradually being realized that the properly trained 
medical practitioner can also make valuable contributions in 
the clinical side of this field providing that his collaboration 
is welcomed, stimulated, and even sometimes directed, and also 
providing that he is given the necessary time and facilities. 
I believe that any post-war scheme for medical reconstruction 
should bear these facilities in mind and make them practicable 
from an economic aspect. Is it not realistic to believe that 
this approach will bring to light more than one James Mackenzie 
or Frederick Banting? 

If the above considerations bear fruit, and if an economic 
disparity between research work and medical practice is ad- 
justed equitably, I think that the whole field of medical practice 
will, be enriched by the creation of a research atmosphere and 
activity that is bound to yield valuable results in our fight 
against disease.—I am, etc., 


London, W.1. S. L. Srmpson, M.D., F.R.C.P. 


Social Medicine and State Medical Service 


Sir,—Having had a long experience of public health work 
as well as general medical practice I venture to submit a few 
suggestions on this subject. Medical reform has been “ hanging 
fire’ too long, and even when there has been reform there 
has been obstruction to progress. The National Health 
Insurance Act, for instance, included a scheme for local com- 
mittees to speed up preventive measures ; this was never put 


into operation. Insurance Committees also had power to press 
public health authorities to speed measures to improve health, 
but they were never used as they should. Later, when the 
Ministry of Health Act was passed, it was expected there would 
be unification of medical services; this also has not been 
achieved, as shown, for example, by the industrial medical 
service being under one department and the school medical 
service under another, while the N.H.I. service is distinct from 
the local public health service. I remember attending a large 
meeting in Bristol in 1920, after the passing of the Ministry 
of Health Act, at which Lord Dawson of Penn and Sir Dawson 
Williams, Editor .of the B.M.J., were present; all were 
enthusiastic at the prospects of great things being done, yet all 
of us know what happened after. 

Now we are busy again. In 1938 I gave a presidential 
address to the Derbyshire Branch of the B.M.A. on 
‘“* Medicine and the Public Health,” in which I suggested that 
the N.H.I. service should be joined locally with the public 
health service under a medical officer of health, who would 
be of a new type—more of a physiologist and consulting 
physician with a bent for research than an administrator. He 
would have at his disposal records of the different general 
diseases (as well as infectious diseases) that the local population 
suffered from through the N.H.I. part of his work ; and similar 
information on the illnesses caused by or related to work in 
factories, including disability, through the industrial section 
of his organization. In that paper I gave much detailed in- 
formation obtained from sources not usually open to a M.O.H., 
and the picture was an astounding one. 

What I desire to stress is this: (1) Medicine must be 
integrated as one organized body under the State, including 
in its scope general practice, the health services, industrial 
medicine, the school medical service, and maternity and child 
welfare work; and these services should be linked with the 
large hospitals and universities and research centres. An active 
intelligence bureau should be available to it. (2) There must 
be a different approach to medical reform ; delay like that from 
1920 to 1942 in getting things done is inexcusable, and we 
medical men are to some extent to blame. 

Medical reforms are, unfortunately, as to their actual em- 
bodiment in law, largely in the hands of lay persons un- 
acquainted with details and ignorant of what is vital and what 
is not. For this reason, therefore, we medical men must not 
hold ourselves aloof from medical politics: rather must we, 
flushed with humanitarian feeling, push forward for what is 
needed, even with violence (in the moral sense) if necessary ; 
provided, of course, what we advise is in keeping with modern 
medical knowledge and with a sane philosophical outlook.— 
I am; ete., 

Glossop. E. H. M. MILLIGAN. 


A Physician Free from Bondage 


Sir,—In these days, when the art of medicine is in danger 
of losing its individualism by submergence into the eivil 
service, it is refreshing to look back at such people as 
Sir Wilfred Grenfell. Just fifty years ago a young doctor 
who had worked under Sir Frederick Treves landed from 
a sailing ship on the barren forbidding coast of Labrador. He 
had abandoned that security which coaxes so many of us 
from our more ambitious aims, and exchanged a promising 
career in London for the life of a pioneer. 

Grenfell crossed the Atlantic in characteristic fashion, sailing 
his own ship, which was no larger than the famous Matthew, 
and following almost exactly the course taken by John Cabot 
just four hundred years before. He found no medical or social 
work. At the first port of call he was led to a tiny turf- 
covered hovel in which lay the bread-winner of the house 
dying of pulmonary tuberculosis and surrounded by a forlorn 
family of six half-starved children. During the first eight weeks 
of that voyage he saw over nine hundred Anglo-Saxon and 
Esquimaux patients. Unlimited opportunities presented and 
Grenfell accepted the challenge. Like his ancestor, Sir Richard 
Grenville of the Revenge, he was prepared to take om any odds. 

He built hospitals and nursing stations, schools and indus- 
trial centres. When it became customary for the people to 
leave their orphaned children to the doctor, he founded 
orphanages. Finding deficiency diseases common, he encouraged 
the cultivation of vegetable gardens and made greenhouses to 
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foster the young plants. Ice and uncharted reefs take their 
toll of fishing schooners to this day, but many vessels have 
been saved by the dry dock that Grenfell constructed. Some 
of his ventures, such as the introduction of reindeer, failed, 
and his endeavour to improve the economic lot of the people 
sometimes stirred jealous opposition, but he had no personal 
ambition and feared no one. Each season saw him on his 
travels. In summer he navigated the hospital ship Strathcona 
into every harbour of the six-hundred-mile coast. In winter 
he visited patients by dog-sledge, driving his own team of 
eight husky dogs. These dogs he had trained himself, and 
they were able to haul an 800-Ib. load all day, averaging 8 to 
10 miles an hour. 

Sir Wilfred Grenfell was a visionary who had the courage 
to follow his dreams and turn them into reality. He was 
concerned only with the welfare of the people he served. On 
their behalf he fought against ignorance and red tape and 
won a greater victory than he knew. On Oct. 9, 1940, 
Sir Wilfred Grenfell died. But his inspiration lives on in the 
work that he created.—I am, etc., 

C. DENLEY CLARK. 


“ Orthopaedic ” or “ Orthomorphic ” 

Sir,—I am in complete agreement with the statement made 
by Brigadier Max Page (July 18, p. 79) on the misuse of the 
term “ orthopaedic,” but I venture to disagree with his assertion 
that the term used as an adjective was introduced into France 
in 1828 by Delpech. Actually the term was already in use 
in France at the beginning of the 18th century, and its first 
official introduction into medical terminology was by André 
in 1741 (André, L’orthopédie ou lart de prevenir et de 
corriger, dans les enfans les difformités du corps, Paris, 1741, 
2 vols.). As we can see, originally there was no misuse, and 
André carefully defined the limits. This term was again used 
by Levacher in the Mémoires de l’Académie Royale de 
Médecine in 1768. 

Brigadier Page also affirms that the term “ orthopaedic ” had 
a much wider application already in the latter half of the 
19th century ; in fact it was a great deal earlier. Discussion on 
the alleged misuse of this term started in France at the 
beginning of the 19th century with the same etymological 
objections now raised by Brigadier Page. Delpech, whom 
Brigadier Page claims to have been the originator of this term, 
was in reality its greatest opponent, his reason being that 
at that time the term “orthopaedic” was totally inadequate 
to express its wider use. He wrote: “De l’orthomorphie par 
rapport a l'espéce humain ou recherches anatomo pathol. sur 
les causes, les moyens de prevenir, ceux de guérir les principales 
difformités,” etc. (Delpech, Paris, 1828, 2 vols.). This plainly 
shows his opinion of the term used. Another expression— 
namely, “ orthosomatic ’"—was introduced by Bouvier (Dict. 
de Méd. et Chir., Paris, 1834, t. 12, p. 293). But it was Delpech’s 
term which was adopted by the contemporary medical 
dictionaries. Under “ orthomorphie ” they understood: l’ensem- 
blé des connaissances, qui ont pour but de prevenir et de 
corriger 4 tout Age les déviations,” etc. (Dict. des Dict. de Méd., 
Paris, 1850, t. 6, p. 110). For my part I consider the term 
“orthomorphic” ideal from an etymological and _ practical 
point of view, and would like to see it introduced into medical 
terminology.—I am, etc., 

French Hospital, London, W.C.2. S. GaLewsk!, M.D. 


Use of the Term “ Orthopaedic ” 


Sir,—In your issue of Aug. | (p. 142) Mr. H. Jackson Burrows 
asks me to explain why I have changed views expressed in 
1935 and which he thinks worth quoting. In so far as the 
tone of my letter (July 18, p. 79) may be deemed at variance 
with those views, I should say that any change in my opinion 
has resulted from recent observations in the surgical organiza- 
tion of the Army Medical Service. We may tolerate slovenly 
and unscientific nomenclature in peacetime and yet find its 
use an encumbrance under war conditions. 

In my letter to you I instanced two examples of undesirable 
repercussions from the present application of the term 
“ orthopaedic”: the remedy to such confusions may not be 
as simple as I suggested—but I think it should be sought.— 


I am, etc., C. Max PAGE. 


Sir,—Brigadier Max Page has raised an important point in 
his letter of July 18. The regulations of the E.M.S. enumerate 
a certain and considerable group of injuries which must be 
treated at orthopaedic centres and hospitals. The men staffing 
these centres are termed “ orthopaedic surgeons.” Some have 
had a wide training and experience in traumatic surgery and 
are very competent to treat patients with multiple injuries; 
others appear to have practised orthopaedics in the sense of 
the treatment of deformity and surgical tuberculosis, and some 
of these seem not to have the experience necessary to take 
charge of patients suffering from acute and multiple injuries, 
Disputes on definitions are unsatisfactory. When, however, the 
regulations of a service such as the E.M.S. lay down that 
certain injuries must be treated at orthopaedic centres, it is 
desirable to know what is meant by the term “ orthopaedic 
surgeon.” 

Since trauma is not confined to the bones, the staff of a 
traumatic unit needs a wide training as well as knowledge of 
the treatment of fractures. I suggest, therefore, that a general 
training would be of rather more value in qualifying a man 
to be a surgeon in a so-called ‘orthopaedic centre” of the 
E.M.S. than previous experience in * 19th century orthopaedics.” 
—I am, etc., 


London, S.E.1. T. W. MImpRIss. 


Sir,—I suggest the following to replace the above term: 
“orthodemic” or “ orthocholdemic ” (6906m, Séuac, 
make straight, maimed, living body). The full term may be 
too fussy, so “ orthodemic ” is perhaps preferable——I am, etc., 

Glossop. E.*H. M. MILLIGAN, M.D. 


*,* This correspondence is now closed.—Ep., B.M.J. 


Animals and Plague 


Sir,—The interesting note by Sir William MacArthur (July 25, 
p. 106) on the historical association of rats and plague, raises 
the question whether our forefathers had any idea of the rats’ 
part in spreading infection. I am inclined to think that towards 
the end of the period when plague was common in Western 
Europe some such suspicion must have arisen. Arnaud Baric 
(quoted by Grimbert, J. méd. Paris, 1903, 15), writing in 1646 
on precautions to be taken against plague, says: “Si l’on 
pouvait faire mourir tous les rats ce ne servit que bon.” More 
definite evidence, perhaps, is the fact that in 1647 the town 
council of Aberdeen, who seem to have had rather a flair for 
epidemiology, included in their anti-plague measures “ poysone 
laid for destroying myce and rattons.” 

Gilbert Skene’s reference to moles was presumably derived 
from Avicenna. Why he added “the serpent” is Gifficult to 
say. ‘He practised in Aberdeen and Edinburgh, and probably 
had little opportunity for studying the habits of serpents. But 
statements regarding the appearance of reptiles, especially frogs 
and toads, when plague was imminent are common among 
early writers. 

The pig was regarded with suspicion. He was supposed to 
be susceptible to the disease, and his flesh, according to Rhazes, 
was a specially unsuitable diet for the plague-stricken. 
Boccaccio says that he saw two swine rooting among the rags 
of a man who had just died of plague, and that in less than 
an hour both were dead. Another pig, equally ill advised, was 
guilty of the same indiscretion at Mendenblick in Holland, 
and served to point a moral in various plague tractates. Even 
though in good health the pig, owing to his neglect of personal 
hygiene, was considered a danger to the community. Sennertius 
emphasizes that in time of plague it is essential that the streets 
be cleared of droppings of swine and geese, because their 
smell aids the spread of infection. 

Dogs and cats appear to have been regarded as carriers 
rather than as themselves liable to contract plague. Victor 
de Bonagentibus refers to the risk of their sleeping on infected 
material. Ambroise Paré thought they might carry infection 
by eating the remains of food left by patients, but that they 
rarely acquired the disease themselves—‘‘ pource que leur 
temperament n’y est pas disposé.” On the other hand 
Mercurialis believed that domestic animals might become in- 
fected and transmit the plague to persons or fomites. Municipal 
authorities probably paid little attention to those epidemio- 
logical speculations, but killed off stray dogs and cats on the 
chance of their being dangerous. The goat, however, was the 


+ 
fri 
th 
we 
| 
pl: 
rel 
: 
dic 
bu 
i] 
| | col 
| ha: 
ev 
rol 
: 
ap) 
on 
for 
: 
fin 
po 
fav 
hor 
nec 
* 
of 
wh 
| | 
| eve 
| ear 
: 
: 
2 not 
esti 
| stra 
| is t 
mo: 
4 und 
é reli 
= 
ax 
min 


NAL 


int in 
nerate 
ist be 
‘a ffing 
have 
y and 
uries ; 
ise of 
some 
take 
juries, 
the 
1 that 
, it is 
paedic 


a 
ige of 
eneral 
1 man 
of the 
=dics.” 


ISS. 


term: 
Séuac, 
ay be 
1, etc., 
1.D. 


aly 25, 
raises 
e rats’ 
ywards 
festern 
Baric 
1 1646 
i Von 
More 
town 
air for 
yysone 


lerived 
ult to 
»bably 
. But 
frogs 
Among 


sed to 
-hazes, 
ricken. 
e rags 
s than 
d, was 

Even 
rsonal 
nertius 
streets 
their 


arriers 
Victor 
fected 
fection 
t they 
> leur 

hand 
ne in- 
nicipal 
Jemio- 
on the 
as the 


AuGusT 22, 1942 


CORRESPONDENCE 


Britisu 229 


MEDICAL JOURNAL 


friend of man. His natural odour was supposed to counteract 
the plague venom in the air: ‘“C’est qu’une mauvaise odeur 
chasse l’autre,” Paré explains. Méercurialis, dining with the 
Chancellor of Hungary, was surprised to see a large goat in 
the room and was informed that it was kept there as a 
prophylactic! The spider also played her humble part. Her 
web was supposed to have a special power of absorbing the 
plague venom, and domestics were sometimes forbidden to 
remove cobwebs from rooms when the disease was prevalent. 
Diemerbroeck regarded this as folly, pointing out that if cobwebs 
did absorb the infection of plague they must be most dangerous 
things to have about a house and should be removed and 
burned as soon as possible. 

Those old notions are something more than ancestral 
absurdities, fit only to amuse a better-informed age. They 
were founded, often quite logically, on the orthodox doctrines 
of the times, and are not without importance to those who are 
interested in the evolution of epidemiological theory.— 
I am, etc., 


Dumfries. JOHN RITCHIE. 


Rehabilitation 


Sik,—The obvious and tremendous advantages of rehabilita- 
tion centres to the individual and to the man-power of the 
country, quite apart from the fact that the Ministry of Health 
has been urging the necessity for rehabilitation for the treat- 
ment of casualties in the Forces, make one read with interest 
every article written on this subject. Such interest is especially 
roused when an article appears written by so authoritative a 
person as Sir Robert Woods (July 25, p. 89), who so fully 
appreciates the importance of, but also the difficulties attendant 
on, rehabilitation centres. 

One sympathizes greatly with his observations on the need 
for trained personnel and the impossibility almost of obtaining 
or retaining these important people. But when one reads the 
final paragraph of his article, one gasps at the tragic con- 
sequences of the, presumably, authoritative statement on the 
policy of the Ministry of Health: 

“The policy of the Ministry is, at any rate at present, nor in 
favour of the setting up of rehabilitation ‘ centres.’ After the war, 
however, it is almost certain that such institutions will be found 
necessary, and the present emergency might, if the individuals were 
available, lead to the equipment of a number of men and women 
with a training which would render them competent to supervise a 
form of therapy whose post-war establishment will represent a great 
and long-advocated advance in the treatment of injury and disease.” 
(The italics are not in the original.) 

Is it not too pathetic an exposure of lack of foresight and 
of present endeavour to suggest, even, that a form of therapy 
which represents such a great advance in treatment shall not 
be available for the men and women who are fighting for us, 
whether at the front or in our bombed cities, or in munitions 
and other wartime efforts? Is not our man-power, as it is, 
so comparatively small that it is of paramount importance that 
every man and woman shall be restored to full health at the 
earliest moment possible? Have we not yet sufficiently learnt 
from past disasters that the attitude of “mafana” must be 


“replaced by one of immediate and thorough preparedness? One 


can only hope that this statement of Sir Robert Woods does 
not truly represent the attitude of the Ministry of Health, and 
that this Ministry will do everything possible to encourage the 
establishment of rehabilitation centres——TI am, etc., 


Ruthin. H. Morriston DAVIES. 


Urethral Instrumentation 


Sir,—I willingly accede to Lieut.-Col. Henry Smith’s request 
(July 25, p. 111) for an account of the present-day teaching 
of how to pass a silver-plated catheter, but a practical demon- 
stration by a surgeon experienced in urethral instrumentation 
is the best way to learn the correct technique. This is the 
most difficult of all types of catheters to pass successfully, but 
under certain conditions it may be the only one which will 
relieve the patient’s distress. 

After sterilization by boiling, lubricate the whole instrument 
with medicinal paraffin. The custom of dipping the tip only 
of a catheter-in a lubricant is a bad one. Friction between 
instrument and mucous membrane must be reduced to a 
minimum. The penis should be held on the stretch at an 


angle of 40 degrees with the pubis. The tip of the silver 
catheter is inserted into the urethra, its shaft being held parallel 
with the abdominal wall. With the penis still on the stretch 
gently guide the instrument along the urethra until it reaches 
the fixed portion of the tube—that is, the bulbous urethra. 
Then raise the catheter slowly until the shaft is at right angles 
to the pubis, the penis at the same time being depressed towards 
the perineum. The tip of the instrument is now in contact 
with the sphincter urethrae. The final movement consists in 
a slight relaxation of the hold on the penis and pressing the 
catheter down until it comes to lie between the two thighs. 
During this part of the manipulation the curved portion of the 
instrument is sliding along the membranous and prostatic 
urethra into the bladder. Never allow the tip of the catheter 
to deviate from the middle line. If it does, a false passage 
results. 

For each type of catheter—metal, rubber, or gum elastic— 
there is a special technique. As Col. Henry Smith wisely 
states, “The subject is a most important one.” I am glad 
Dr. E. C. Atkinson in his excellent letter has referred to 
Mr. Ogier Ward’s important contribution to this subject.— 
I am, etc., 

London, W.1. CLIFFORD Morson. 


Ileostomy for Ulcerative Colitis 


Sirk,—I read with much interest your report on ulcerative 
colitis (July 25, p. 107), but I cannot agree with the statement 
that the mortality is high in cases of ileostomy. I first per- 
formed this operation in 1917 for cases of chronic amoebic 
dysentery when I was a surgical specialist in Mesopotamia. 
The operation was reserved, as a last resort, for cases which 
failed to respond to medical treatment, and in the majority the 
patient improved to such an extent that he could be evacuated 
to the base.’ 

In my experience appendicostomy is useless for any form 
of colitis. It provides no rest to the bowel and merely permits 
of irrigation, and the caecum can easily be reached by rectal 
irrigation. Heostomy provides maximum rest to the inflamed 
colon, and excoriation of the skin in the region of the ileostomy 
can be prevented by the application of a mildly acid ointment 
and the administration of ferri redactum 5 grains t.d.s. The 
liquid consistency of the discharge can be modified by the 


.administration of chalk and opium powder. 


For 25 years I have: performed ileostomy for any form of 
ulcerative colitis when, as a last resort, patients have been 
referred to me by medical colleagues. I have no note or 
recollection of any fatality which could be attributed to the 
operation. In many cases improvement could only be described 
as dramatic, and I am convinced that this procedure deserves 
a much wider recognition as a life-saving measure.—I am, etc., 


London, W.1. MCNEILL Love. 


Silent ” Sinusitis 

Sir,—Miss Rosa Ford (Aug. 1, p. 128) raises problems of 
interest to rhinologist and ophthalmologist alike. Her theories 
are not without obscurity, but her evidence for them urges 
both comment and inquiry. 

Is the evidence in both her cases that a sinusitis existed 
entirely convincing? In Case 1 three rhinologists found no 
clinical signs of it and radiographs showed none. When the 
third rhinologist opened the antrum “the disease was seen.” 
It would seem important to know what disease. Was pus 
present in the antrum? If so, then would not radiographs have 
shown it? A week later, it is stated, there was a profuse 
flow of blood and mucus from the nostril. Must this have. 
been due to disease of the antrum? May it not have come 
from the nose itself or have been due to the operation of 
antrostomy? In-Case 2 there were no clinical signs of sinusitis. 
** Nasal medication resulted in considerable nasal discharge.” 
Is this proof that sinusitis existed? It is not mentioned which 
sinus was believed to be affected. May not the nasal medication 
have caused the discharge without sinusitis being present at all? 

But I am no rhinologist. Miss Ford mentions, as though in 
passing, contraction of the visual fields as if this were a mere 
symptom of nasal sinusitis. Any possible connexion between 
the two conditions would seem to require explanation, if not 


1 Practitioner, July, 1920. 
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proof. It is relevant to ask what form of contraction 
was found, whether concentric peripheral contraction, or 
hemianopia, nasal, temporal, or homonymous, or a scotoma, 
central or paracentral. How does sinusitis produce this con- 
traction? Miss Ford is silent. The mechanism is indeed 
obscure. The “ hidden oedema ” of which she writes is perhaps 
a clue, but the mystery remains. 

Miss Ford will, I hope, enlighten us, for without answers 


_ to these questions no conclusions can be certain or even safe. 


We must, I submit, suspend judgment as to whether in these 
cases the visual fields were indeed affected by sinusitis or 
whether sinusitis did in fact exist at all—I am, etc., 


Lincoln. C. NEWLYN SMITH. 


Headaches and “ Silent” Sinusitis 


Sir,—The two cases of “silent” sinusitis reported by Dr. 
Rosa Ford (Aug. 1, p. 128) are of peculiar interest to every 
general practitioner, as I am quite sure that we have all had 
similar experiences. 1, personally, can quote many cases in 
which sinusitis has been ruled out by the consulting rhinologist, 
only to find when operation has been resorted to that gross 
sinusitis is present. 

As Dr. Ford states, in many cases of sinusitis there is nothing 
abnormal to be seen in the nose or in the radiographs. Such 
negative radiological findings depend upon the fact that 
swellings of the sinus mucosa found in association with head- 
aches are often “ transradiant.” We have long employed radi- 
opaque substances as a contrast media in order to display 
changes in the soft parts elsewhere in the body; and if the 
sinuses of patients complaining of headache are examined 
radiologically after the introduction of lipiodol, it will often 
be found that the membranous lining—approximately of normal 
thickness in the interval period—may swell to a surprising 
degree during a headache. Such a contrast medium may be 
introduced without disturbance to the patient by the “ displace- 
ment” or “replacement” method of Proetz,’ and is of wider 
diagnostic application than in the search for contraction of 
the visual fields upon which Dr. Ford relied in the cases she 
quotes, and which is likely to be of service only in cases of 
posterior sinusitis. I have employed the replacement method 
for several years in general practice, and the findings support 
the idea put forward by Sluder’? 30 years ago that migraine 
may be produced by sphenoidal trouble. < 

The negative clinical findings in the nose depend partly on 
the fact that streptococci may exist in the nasal mucous 
membrane, giving rise to the production of oedema rather than 
pus, and partly on the fact that headaches may be produced 
by swellings which are allergic rather than infective. In the 
latter type of migraine excellent results are obtained by 
employing the replacement method, using ephedrine combined 
with normal saline in order to prevent the allergic swelling 
of the mucous membrane.—I am, etc., 


Alderley Edge, Cheshire. J. J. Cra. 


Narco-analysis 


Sir,—As the author of articles on narco-analysis (Lancet, 
1936, 1, 55; J. ment. Sci., 1936, 82, 416; Med. Pr., 1937, 
194, 321) I have been interested to read Major J. F. Wilde’s 
article (July 4, p. 4) followed by Dr. J. L. Clegg’s criticisms 
(Aug. 1, p. 140). Wilde rightly emphasizes the difficulty ex- 
perienced by many Service patients (and civilians too) in con- 
fessing to a strange consultant their personal and private 
problems. The great advantage of narco-analysis as compared 
with other psychotherapeutic procedures is that by overcoming 
this reluctance it saves time—a factor even more important in 
war than in peace. For this reason I disagree with Clegg’s 
assertion that narco-analysis should be resorted to only when 
other methods have failed. Clegg’s second point—“ that it is 
not a reliable means of effecting a transference ”—is true of 
all psychotherapy. Admittedly the state of transference cannot 
be achieved in every patient. Nevertheless, by means of narco- 
analysis it is possible to achieve this in many patients whose 
previous state was either apathy, inaccessibility, or even 
negative transference. His third point—“ that it is not a means 


1 Proetz, A. W. Displacement, Annuls Publishing Co. 
2Sluder, Greenfield (1919). Headaches and Eye Disorders of Nasal 
Origin, C. V. Mosby Co., St. Louis. 


of gaining access to deeply repressed material "—is contrary 
to my own experience in analysing more than 1,000 patients. 
Finally, he admits that in one of his cases the “ correctness 
of the diagnosis was confirmed” only by means of pentothal 
—and yet he jibs at the method because the patient subsequently 
denied his previous confession. Surely such denials are well 
known to all psychotherapists whether they practice orthodox 
analysis, hypnotism, or merely the sympathetic talks advocated 
by Dr. Clegg. 

It is to be hoped that real progress will be made in the 
Services towards perfecting the technique of narco-analysis.— 
I am, etc. 


Dorchester. J. S. Hors ey. 


Sir,—The letters of Major J. F. Wilde (July 4, p. 4) and 
Dr. J. L. Clegg (Aug. 1, p. 140) are of considerable interest. 
I too have had more than a little experience both of hypno- 
analysis and narco-analysis (chiefly with pentothal sodium). 
The relative merits of these two methods must necessarily 
depend on personal factors. It is clear from his statements 
that Dr. Clegg’s mastery of the technique of narco-analysis 
is not comparable to his skill as a hypnotist. With most of us 
it is the other way. But I do not suggest that the technique 
of narco-analysis is simple—certainly to get the best results | 
the sterotyped method of Dr. Wilde is inadequate. The exact 
dosage and the rate of administration can of course be varied 
within wide ranges and the level of unconsciousness reached 
will vary accordingly. Dr. Clegg does not so much as mention 
the dosage he favours. It is perfectly true that much of the 
material collected under narco-analysis is not repressed material 
but merely withheld material. However, Dr. Clegg admits the 
main argument for narco-analysis—namely, that it is an 
effective short cut—and surely this is the aim of most modifica- 
tions of analytical technique. 

The two following examples are relevant to Dr. Clegg’s 
contentions : 

(1) An alcoholic patient in hospital had had eight -sessions of 
narco-analysis. One day he threw his tea-tray across the ward and 
a book through a window-pane. This outbreak was entirely unex- 
pected and unrelated to previous behaviour. When I asked him 
what had happened, he said, ‘“‘ Doctor, you must give me another 
dope—there’s something there about my sister that we haven’t got 
hold of yet.” Next morning another session of narco-analysis pro- 
duced a circumstantial account of a very perverted sexual incident 
with his sister when he was a small boy. The revelation relieved 
the patient’s anxiety with very satisfactory results. In the circum- 
stances I am not greatly interested in whether the-incident was 
repressed or not. I know that cure was accelerated. 

(2) A young woman at her first visit asserted that her relations 
to her mother were excellent, adding that there was a very close bond 
between them. During the first session of narco-analysis she said, 
““T hate the woman—God! how drunk I must be to say that.” 


—I am, etc., 


London, W.1. H. CRICHTON- MILLER. 


Declining Population 


Sir,—Mr. Green-Armytage has presented his comments on . 


“* declining population ” (Aug. 1, p. 143) in truly provocative 
fashion. 

Just. as those who do routine gynaecological O.P.’s are ac- 
customed to finding “strawberry erosions” in the young bride 
and mother who has used contraceptive measures, so officers 
at welfare centres who prescribe such measures are likewise 
thoroughly accustomed to such findings on the first examination 
of the young bride, mother, and even virgin. In other words, 
such conditions are common, and if they were accentuated 
by the use of such contraceptive measures the vast number 
of records supervising the “condition of cervix” at birth 
control clinics would long since have revealed the important 
fact. Officers at these clinics—in common with any other 
gynaecological observers—have frequently. the interest of seeing 
such lesions heal spontaneously, and alternatively of observing 
how often they do not delay a desired pregnancy by even a 
single month. Surely the serious cases of sterility are found 
among those women who, having failed early in their marriage 
to procure contraceptive advice, have rashly resorted to criminal 
abortion with its coincident evils.—I am, etc., 

London, N.W. JOAN MALLESON, 
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Delayed Union of Fractures 


Sir,—I was much interested to read in your report of the meet-. 


ing of the British Orthopaedic Association (July 11, p. 50) that 
not only did “ most of the speakers ” hold that delay in the union 
of fractures was commoner than formerly, but that Mr. B. H. 
Burns had the insight to blame the use of unpadded plasters 
for this delay. Personally, I have of late years always used 
such splintage in the treatment of fractures of the leg, but 
I have done so with the definite knowledge that I was delaying 
union by some 4 or 5 weeks. Such a delay is amply counter- 
balanced (to use Mr. Burns’s expression) by (1) the certainty 
of retention of a good reduction ; (2) greater freedom for the 
patient; and (3) a tremendous reduction in the amount of 
supervision called for from the surgeon. 

Any surgeon who has obtained full union, with working 
ability, in the short space of about 5 weeks in the case of a 
fracture of the shaft of the humerus by treating it with a wrist 
sling only, or occasionally with the addition of a weight slung 
to the elbow, knows full well that the fashionable theory that 
complete immobility is essential for the union of fractures is, 
at most, but very partially true. There is certainly equal truth 
in the older theory that movement promotes union, as so well 
evidenced in the rapid uniting of fractured ribs. In fact Blair 
(Surg. Gynec. Obstet., 1938, 67) sums up experimental work 
on the union of fractures as follows: ‘“ Following fracture, 
immobilization and disuse cause atrophy of bones. Early 
activity is known to prevent this decalcification, and it ap- 
parently hastens the formation, of callus and solid union.” 

The plaster case immobilization school are, perhaps, most 
insistent on such firm fixation in the case of fractures of the 
carpal scaphoid. In fact Watson-Jones in his textbook on 
Fractures says: “ Every single movement of the wrist-joint puts 
back the process of repair by several days,” and in the Journal 
of May 26, 1934, that “the one and only cause of non-union 
is failure of adequate immobilization.” He recommends at 


least 6 weeks in plaster followed by 6 in strapping, making . 


a minimum of 12 weeks in all before the patient is out of 
bondage. Now for the last 15 years I have been treating 
simple uncomplicated fractures of the carpal scaphoid by very 
incomplete immobilization in strapping—elastoplast since its 
advent. I take care to check my results by radiography and 
follow up, and so far have always obtained good radiographic 
union with freedom from all symptoms in from 5 to 6 weeks. 
I have also been fortunate enough to escape any cases of 
non-union, although I have seen a number of such treated by 
more orthodox means in plaster. 

The method I use is to strap the wrist, base of the hand, 
and the thumb in 2 or 3 layers of elastoplast. This strapping 


should be so tight that the patient states that he “ cannot move. 


the wrist.” A sling is provided, and the patient told not to 
use the hand. After 5 to 7 weeks, when all such symptoms 
as pain on movement, tenderness over the bone, etc., have 
passed off, a radiograph is taken. If this shows full union 
all treatment ceases. The patient is told to do only light work 
for a few weeks. The following 3 cases are typical. 


1. L. S., aged 174, errand boy. Seen day of accident. Radiograph 
shows transverse fracture of waist of scaphoid. Firm strapping 
applied. 38th day strapping removed. Union good. Patient told 
to report in one week. He did not do so but attended for follow up 
6 months later. Then he stated that he resumed full work imme- 
diately after his last attendance at hospital, was now on munitions 
and waiting to be called up, and had no symptoms of any sort. 
The wrist showed no signs of injury. 

2. R. P., aged 17, van guard. Seen day after accident. Fracture 
of waist of scaphoid shown radiographically. Put up in strapping. 
39th day seen by my holiday locumtenent. No symptoms. Strap- 
ping removed and patient told to resume work in one week. Failed 
to attend for follow up as he had been called up. 

3. R. B., aged 20, seaman. Seen day of accident. Fracture of 
scaphoid and of cuneiform shown in radiograph. Strapped on 2nd 
day. 46th day radiograph showed full bony union. No symptoms. 
Strapping removed and patient told to attend for exercises three 
times a week. 60th day patient attended. Had had no exercises as 
hand was “all right.” Told he could do light duties, but stated 
that he was going to rejoin his ship as he felt he was cured. Did 
not attend for follow up as he was in the Navy. 


The advantages of such a method of treatment, if successful, 
are obvious: shorter period of disability, no uncomfortable 
plaster case, and no massage or physiotherapy afterwards. I 


am convinced that many of those cases showing delayed union 
and requiring 3 or even 4 months in plaster owe that delayed 
union to the completeness of the immobilization. 

Looking at fracture treatment as a whole, it is quite clear 
that as yet our knowledge of the factors underlying the union 
of fractures is far too incomplete for the formulation of any 
sound explanation covering all the known facts. Might | 
suggest that the advocates of complete immobilization in all 
fractures are victims of that outstanding vice of the medical 
fraternity through all the ages: the formation of theories on 
insufficient grounds and the basing of treatment dogmatically 
on such theories—in other words, of treating medicine (and 
surgery) as a science and not as an art.—I am, etc., 


Wimbledon, S.W.20. A. J. HoBson. 


Passive Movements for Joints in Paralysed Limbs 


Sir,—I am in entire agreement with Prof. Seddon’s views 
on the necessity of passive movements of joints in paralysed 
limbs. In this hospital there are always a number of cases 
of recent poliomyelitis, and I have always insisted on passive 
movements of all the joints in the paralysed limbs through 
the whole range of their movement each day by the masseuse. 
Stiffness of the joints in these cases through lack of this pre- 
caution is often troublesome, and I have seen more than 50% 
limitation of movement of the knees in both children and 
adults where treatment has been concentrated on splinting and 
massage but not on movement, both active and passive. The 
stiffness may occur in the first few weeks of the disease, and 
complete mobilization may take many months to obtain; in 
fact repeated manipulation under an anaesthetic may be 
necessary even in a completely flail limb. Surely a partially 
or completely flail limb is sufficient disability without adding 
the insult of limitation of movements of joints which, when 
wrenched, are painful, and the stiffness of which may even 
cause a fracture of one of the long bones.—I am, etc., 


Royal National Orthopaedic Hospital, Joun A. CHOLMELEY 
Stanmore. 


* Fibro-psychosis ” of the Amputation Stump 


Sir,—We are all acquainted with the tender amputation 
stump, especially of the finger. A small number of such cases 
are frank malingerers, a good many more suffer from a true 
causalgia, but in the great majority the condition is largely 
neurasthenic, and if the patient can be persuaded to resume 
work the complaint of tenderness and electrical shocks in the 
stump -gradually disappears. In describing a case for a 
medical board, wherein pain and tenderness of this character 
was complained of in a crushed finger end, I dictated to my 
secretary that there was some fibrous ankylosis of the terminal 
joint. She misheard me and wrote “ fibro-psychosis.” The 
slip gives so complete a clinical picture of a severe case that 
I think it might well be adopted in the Nomenclature of 
Diseases. 

Incidentally, I have been employing periarticular injections 
of procaine in the region of the brachial artery with some 
success in relieving the cases of true causalgia, 5 c.cm. 4 times a 
week for a fortnight—I am, etc., 


Sunderland. W. GRANT WAUGH. 


The Problem of Abdominal Pain 


Sir,—My attention has been drawn to an article by Mr. 
Francis R. Brown (May 2, p. 543) in which he claims to have 
been the first to point out the importance of the relative 
embryological position of an organ in determining the localiza- 
tion of pain in the human being; but it will be clear from 
the following quotation that the same idea had, however, been 
submitted in a publication of mine in 1931 (Ptosis of the 
Female Pelvic Viscera, p. 43). 


“ The Mullerian ducts are, developmentally, postero-lateral organs 
which subsequently acquire a midline relation; this probably 
explains the variations in the position of referred pain when they 
become affected by disease in the adult... ; so when disease 
develops in the Fallopian tubes, pain usually commences in the 
iliac region and does not spread to the midline until the peritoneum 
is involved. The reverse occurs in the appendix ”—pain commences 
in the midline before it extends laterally—* and gall-bladder, which 
are, developmentally, organs originating in the midline of the 
foetus. ... Again, the Fallopian tubes develop originally in the 
lumbar region in the foetus, and one is not surprised to find that in 
some cases of salpingitis the pain may be referred in the paracentral 
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lateral; so when cases of chronic cervicitis complain of any pain 
other than a bearing-down pain, the pain is felt in the sacral or iliac 
regions rather than in the suprapubic region.” 

If one can assume that each viscus acquires the foundation 
of its nerve supply while still in its primary position in the 
foetus, it follows that the phenomenon of “referred pain” 
is explicable on anatomical grounds. While the relative 
. position of the viscus is changing with the growth of the 
foetus, the viscus retains some proportion of its connexion 
with the central nervous system through the same intrinsic 
nerves that were laid down when it occupied its primary 
position, so the painful viscus is “felt” by the central nervous 
system to be still occupying its primary position, and any pain 
referable to the viscus is located in its primary position ; but 
the clinician finds that this in fact corresponds with the site 
of referred pain, no longed occupied by the viscus (cf. the 
“phantom limb” felt after amputation). A pain which is 
so severe as to overflow into neighbouring areas is a radiating 
pain and should not be confused with a referred pain.— 
I am, etc., 
London, W.1. 


E. HESKETH ROBERTS. 


Respirator Dermatitis 

Sir,—Petro’s account (May 23, p. 631) of respirator dermatitis 
corresponds with the clinical appearances observed in 9 cases 
among soldiers in hospital. 

Patch tests on the forearm, in confirmation of the diagnosis, 
may be called for where the dermatitis is slight, or has already 
faded by the time the patient is admitted to hospital, or where 
the condition is obscured by a secondary impetigo which may 
involve other areas of the face and scalp. It was found that 
some of these men were very sensitive to the rubber of the 
respirator. Consequently, if patch tests are to be performed 
the precaution of using only small pieces of rubber should 
be observed. A blister reaction may follow, and if a large 
surface of rubber is applied the reaction may be severe and 
take some three weeks to subside. 

Positive patch-test results are usually observed at the end 
of 36 hours, but in one case appeared only after 4 days, and 
in another a test which appeared to be doubtful had become 
definitely positive at the end of 4 days. It would therefore be 
desirable to keep the area tested under observation for a week. 
Late developing patch-test results have been described with 
other chemical antigens. It was found that a swab moistened 
with saline and rubbed over the inside of the rubber of the 
respirator, applied to the forearm, gave a positive patch test 
in these cases of respirator dermatitis. Hence the irritant 
“accelerator” or “improver,” the composition of which is 
known, is saline-soluble and probably sweat-soluble. Thorough 
washing of the inside of the respirator with soap and water, to 
remove the dried sweat with the dissolved antigens, might have 
avoided a dermatitis in the less susceptible individuals. If 
possible, the piece of rubber, or the saline swab which has been 
rubbed over the inside of the rubber.of the respirator, should 
be kept in place by bandaging rather than strapping, as the 
latter may itself give rise to a reaction and thus obscure readings. 
One man who developed a respirator dermatitis has since 
noticed redness and itching whenever he wears his new 
respirator, which does not contain the offending chemical known 
to the authorities. He gave a positive reaction only after two 
applications of the rubber of the new respirator, separated by 
an interval of a week and applied to the same area of skin. 
There are, of course, many potential irritants among the 
chemicals used in the preparation of rubber, and Cox (India 
Rubber Journal, 1936, 92, 724) has stated that rubber and 
latex can break down under the action of sweat to produce a 
resinous substance which is a potential irritant.—I am, etc., 
London, W.1. I.. ForMAN, M.D., F.R.C.P. 


“ Positive Health ” 


Sir,—May I suggest this simple explanation as the basis of 
the definition: Positive health means health through effort— 
effort on the part of the patient, effort on the part of the 
medical attendant, and effort on the part of the local and 
national health organizations.—I am, etc., 

M. B. DouG tas. 
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Sir,—Mr. J. C. Cherry (Aug. 1, p. 142) describes an interesting 
method of sterilizing a sulphonamide. I should like to suggest, 
however, that a “negative pressure” of 16 Ib. to the sq. in. 
can only be obtained when the barometer is in the region 
of 32.5 inches, even with a theoretically perfect vacuum. This 
will reduce the practical value of the method very considerably 
in England whatever may be the case in the Free State.— 
I am, etc., 


Shipley. H. S. RUSSELL. 


Obituary 


News has reached this country of the death at his home at 
Birtley, Elizabeth Bay, of Dr. RALPH WorRALL, for many years 
a leading gynaecologist in Sydney. He was born in Ireland in 
1859 and was educated at the Church of England Diocesan 
School, Waterford, and Queen’s University, Belfast; he took 
the M.D. degree of the old Royal University of Ireland in 
1878 and the M.Ch. two years later, after serving as resident 
at the Royal Infirmary, Belfast. In the early ‘eighties he was 
in turn medical superintendent of the Mill Road Hospital, 
Liverpool, and honorary assistant physician to the Stanley 
Hospital, Liverpool. He then sailed for Australia and made 
his home in Sydney, and in 1886 began his long career as 
gynaecologist to the Sydney Hospital. In 1914 he was appointed 
surgeon to the Coast Hospital at Sydney. Dr. Worrall had 
been a member of the British Medical Association for 60 years 
and represented his Division at the Annual Meeting of 1907 at 
Exeter. In 1933 he published a paper in the British Medical 
Journal on total hysterectomy for non-malignant conditions, 
describing the technique of a method first performed by him 
in 1914 and for the 532nd time in 1932. He was a Founder 
Fellow of the Royal Australasian College of Surgeons, and an 
Honorary Fellow of the American College of Surgeons. 

Dr. R. L. Worrall writes: My father, the late Dr. Ralph 
Worrall, whom I assisted at many operations, was distinguished 
by his medical judgment and human sympathy as well as by 
his technical skill. Among his contributions to gynaecology 
was his method of total hysterectomy, whereby removal of the 
cervix still left intact the central attachments of the pubo-cervical 
and sacro-cervical ligaments, these helping to preserve the struc- 
ture of the vaginal vault after the operation. Towards the end 
of his career my father was invited by the Mayo brothers to 
visit their clinic at Rochester, and while in the United States 
on this visit he was elected an Honorary Fellow of the American 
College of Surgeons. He spoke in the highest terms of the 
Americdn surgery which he saw, and was much impressed by 
the comprehensive efficiency of the Mayo Clinic. My father 
was a man of many interests. and did not let specialization 
narrow his field of medical and cultural vision. To the end 
of his active life he combined theoretical study with practice, 
taking a keen interest in all the major advances of medicine. 
I am much indebted to him for many things. 


The Services 


NAVAL AWARDS 
The George Medal has been awarded posthumously to Surg. 
Lieut.-Cmdr. R. M. Bremner, R.N., for great bravery and 
devotion to duty in saving life. 

The King has granted unrestricted permission to Surg. 
Lieut.-Cmdr. J. C. Moor, R.N.V.R., to wear the War Cross 
(Third Class) conferred upon him by King George of the 
Hellenes for services to the Allied cause. 

The Royal Naval Volunteer Reserve Officer’s Decoration has 


been awarded to Acting Surg. Cmdr. A. H. Shelswell, R.N.V.R. 


ARMY AWARDS 
The King has granted unrestricted permission to Lieut.-Col. 
(Acting Col.) A. J. Beveridge, O.B.E., M.C., and Capt. W. M. 
Burgess, R.A.M.C., to wear the Norwegian Military Cross con- 
ferred upon them by King Haakon of Norway in recognition 
of services in the cause of the Allies. 


CASUALTIES IN THE MEDICAL SERVICES 
Lieut.-Col. ALWYN HERBERT CLARKE, M.C., R.A.M.C., died 
from heart failure on June 23 in a- prisoners of war hospital in 
Italy. He was born on March 4, 1893, the youngest son of the 
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Rev. H. S. Clarke of Weybridge, and received his professional 
education at St. Thomas’s Hospital, qualifying M.R.CS., 
L.R.C.P. in 1916. He served in France in the war of 1914-18, 
gaining the M.C., and in 1921 took a permanent commission in 
the R.A.M.C. Between 1923 and 1927 he saw service in Egypt, 
in the Sudan, and at Shanghai, in 1928 he served with the British 
Army of the Rhine ; and in the following year he was posted to 
India, in the Punjab, where he remained until 1935. After a brief 
spell in England he went to Egypt in October, 1935, and 
remained there until the end of 1936, when he returned to 
England. On the outbreak of the present war he first served for 
a few weeks on a hospital ship and then was stationed at a 
Scottish general hospital until June, 1940, when he was posted 
to Egypt, being taken prisoner a few months later. He leaves a 
widow. He had been a member of the B.M.A. since 1924. 


Capt. MARTIN DUNSMORE WINNING, R.A.M.C., was killed on 
active service in Burma in March. He was born on March 12, 
1912, and was educated at the University of Glasgow, where he 
yaduated M.B., Ch.B. in 1938. He entered the R.A.M.C. as 
emp. lieut. in February, 1940, and was promoted capt. a year 


later. His home was at Kilmarnock. He was a member of 
the B.M.A. 


Surg. Lieut. JAMES YOUNGER WooDHOUSE, R.N., who died 
wddenly on July 21, was educated at the University of 
Durham, where he graduated M.B., B.S. in 1925. After holding 
appointments at the Royal Victoria Infirmary, Newcastle-upon- 
Tyne, at Sunderland Royal Infirmary, and at Wallsend, he 
entered the Royal Navy as surg. lieut. in 1929, but relinquished 
tis commission in 1933 and entered into partnership at Malton, 
Yorkshire. He re-entered the Royal Navy in July, 1939. He 
eaves a widow and one son. 


Surg. Lieut. WILLIAM PHILLips, R.N.V.R., who was 
weviously reported missing and who is now presumed to 
nave been killed, was born on April 3, 1912, the third son of 
Mrs. Phillips of Burnham Market. He qualified M.R.C.S., 
L.R.C.P. in 1938 and had held the post of house-surgeon at 
West Norfolk and King’s Lynn General Hospital. He entered 
he R.N.V.R. as prob. temp. surg. lieut. in May, 1940. He 
vas a member of the B.M.A. 

Prisoner of War.—Major I. A. B. Cathie, R.A.M.C. 


Missing.—Temp. Surg. Lieut. A. P. Curtin, R.N.V.R. 


DEATHS IN THE SERVICES 


Lieut.-Col. CLEMENT MALLins, I.M.S. (ret.), died at 
Worthing on July 29, aged 87. He was born on May 15, 
1855, and was educated at Trinity College, Dublin, where he 
gaduated M.A., M.B., M.Ch. in 1877, proceeding M.D. in 1888. 
He also took the M.R.C.P.I. in 1881 and the D.P.H. of the 
london Colleges in 1891. Entering the I.M.S. as surg. in 1879, 
te became lieut.-col. after twenty years’ service, and retired 
n 1899. His Indian service was spent mostly at Hyderabad. 
He took part in the Tirah campaign on the North-West Frontier 
n 1897-8, gaining the Frontier medal with a clasp. He rejoined 
for service in the war 1914-18, serving in England for two 
jears on a medical board at the War Office. He was a brother 
if the late Surg. Henry Mallins of the Bengal Service. 


Medical Notes in Parliament 


Diabetes in Death Classifications 


On July 28 Mr. LEACH asked the Minister of Health whether 
tere had been any change in the nomenclature of deaths in 
tspect of certificates attributing death to diabetes and one or 
Nore other diseases. Mr. EROwN replied: In years before 
940 the statistical classification of deaths in respect of 
ertificates attributing the cause to diabetes in conjunction with 
me or more other diseases was decided by means of rules 
tving the precedence of one disease over another as laid down 
N the Registrar-General’s Manuals of the International List. 


_}Ihese rules gave a high precedence to diabetes over other 


lseases. From 1940 classification in such cases has been 
aried out in accordance with the order of statement of the 
‘arious causes on the certificate by the certifying medical practi- 
loner, with certain exceptions laid down in the Manual issued 
1940. Since diabetes is frequently certified as merely a 
ontributory cause of death, in association with another disease 
onsidered by the certifier as more important, the effect has 
en to reduce the number of deaths classified to diabetes in 
€ statistics of cause of death, and the corrective factor to be 
hoplied to numbers of deaths in years before 1940 is 0.69. In 
© recent quarterly returns of the Registrar-General, the neces- 


sary correction had been applied to the diabetes deaths there 
shown for 1938 and 1939. 


X-ray Examination of Recruits 

On July 28 Mr. HEWLETT asked the Secretary of State for 
War what would be the estimated cost of x-ray examination of 
recruits on enlistment so as to avoid subsequent controversy 
over borderline cases.. Sir JAMES GRIGG said that in view of 
the many uncertain factors he could give no reliable estimate 
of the cost. The difficulty of introducing any such scheme 
would be primarily in the shortage of the necessary apparatus 
and personnel. 

Mortality from Pneumonia 


On July 28. Mr. ERNEST BROWN told Mr. Leach that the 
number of deaths from pneumonia (all forms) registered in 
England and Wales from 1931 to 1941 were: 1931, 34,914; 
1432, 30,743 ; 1933, 31,259; 1934, 29,751 ; 1935, 27,843 ; 1936, 
28,890; 1937, 30,331; 1938, 27,467; 1939, 23,403; 1940, 
22,195; and 1941, 26,418. The figures for 1931-9 were cor- 
rected to agree with the 1940 classification of deaths, and 
differed from those published in the Registrar-General’s Statis- 
tical Review Part I, Table 6. 


Proposed Transfer of V.A.D.s to A.T.S. 


On July 28 Sir JAMES GRIGG, replying to Major Milner and 
Squadron Leader Fleming, said he received last week a deputa- 
tion representing the British Red Cross Society and the Order 
of St. John of Jerusalem on the question of the proposed 
transfer of V.A.D. nurses to the A.T.S. As a result he pro- 
posed to invite these organizations to appoint representatives 
to a committee to be set up under an independent chairman 
to consider the relationship of mobile V.A.D.s to the Army. 
No final decision had yet been taken on the proposed transfer, 
and world not be taken until the committee had reported. 


National Milk Scheme Grows 


During a debate on agriculture and food, in the House of 
Commons on July 28, Mr. MABANE stated that the national 
milk scheme had progressed very well indeed ; the percentage 
of the possible beneficiaries—expectant mothers and children— 
taking advantage of the scheme had risen from 70 to 87%. 
There were now 3,022,000 persons taking advantage of the 
scheme. 


Glasgow Small-pox Cases 


On August 4 Mr. Groves asked the Secretary of State for 
Scouand if he was aware that a delay of 17 days occurred 
be:ore Giasgow doctors were informed of the existence of 
dangerous and inrective cases of small-pox ; and why, alihough 
locat general practitioners advised the local authorities of the 
seviousness of the position, no action was taken. Mr. JOHNSTON 
said that on June 14 the medical officer of health of Glasgow 
seit a letter to medical practitioners informing them that 6 
members of the crew of a ship which arrived in the Clyde on 
May 29 had since contracted small-pox, that contacts were 
under surveillance, and that practitioners should inform hin 
if any suspicious case came to their notice. All possible action 
to prevent the disease from spreading had been taken im- 
mediately the ship arrived, including the vaccination of the 
crew and passengers, and up to the date of that letter there 
were no cases in the city and therefore no need for a general 
vaccination campaign. The first case in the city itself appeared 
on June 25, and the decision to initiate a general vaccination 
campaign was reached on June 28. All needful publicity 
measures were taken immediately, and vaccination centres 
throughout the city were opened and began work on July 1. 

On the same day Mr. JOHNSTON, replying to Mr. A. Edwards, 
said that the number of cases diagnosed as small-pox in Glasgow 
since the arrival of the ship was 40. Of this number, 9, in- 
ciuding the original case, were members of the crew and | was 
a passenger. All the crew and passengers were vaccinated on 
May 29. Information as to the revaccination of passengers 
after May 29 was not available, but some members of the 
crew who remained in Glasgow were revaccinated on June 11. 
The original case was not recognized as small-pox until the 
patient was admitted to hospital in Glasgow, at which time the 
ship had not yet docked. The Port Health Authority. which 
was also the public health authoritv of Glasgow, was aware of 
the diagnosis before the shin docked at Glassow. The medical 
officer of health was advised immediately the case was 
recognized as small-pox. 

Venereal Disease in Forces 


On Aug. 4 Sir JaMES GricG informed Mr. George Griffiths 
that special attention was being given to the spread of venereal 
disease among the troops; the necessary lectures were being 
given regularly, and precautionary facilities were available in 
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all camps and barracks. The propaganda activities of the 
British Social Hygiene Council had recently been taken over 
by the Central Council for Health Education, and he would 
discuss with the Minister of Health the issue to each member 
of the Forces of their literature on this question. The incidence 
of venereal disease in the A.T.S. was very low indeed. 


Medical Services in West Indies 


During a debate on Colonial affairs in the House of 
Commons on August 4 Dr. MorGan said the medical services 
of the West Indies were disgraceful. Wonderful work was being 
done by medical men—general practitioners of exceptional 
calibre in the port medical work—by which they were keeping 
infective diseases away from these colonies. But when it came 
to internal conditions over which the medical men had no control, 
preventive work was being kept at a minimum, and they were 
concerned merely with ameliorative treatment for the relief of 
symptoms. The medical men were helpless in that they could 
not drain swamps to prevent malaria, dig latrines to prevent 
hookworm disease, or produce reservoirs for a good water 
supply. These conditions resulted from the Colonial medical 
policy of the Government. In the Colony of Trinidad, with a 
population of nearly 500,000, tuberculosis was rampant, as it 
was in Jamaica, yet there was no tuberculosis sanatorium. He 
understood that in Trinidad money had been subscribed 
privately to a considerable amount for a_ tuberculosis 
sanatorium, and they were simply waiting for a Government 
subvention to build the sanatorium. 

Mr. MACMILLAN said it was not a question of voting money 
for a sanatorium but of finding a ship to take the materials 
over. As the position improved the Government would press 
forward with greater energy because of the disappointment of 
having all their plans and schemes held up by the harsh 
necessities of war. 


Incidence of Pneumonia 


Replying on August 6 to Mr. Messer, Mr. BROWN said that 
although one drug in particular used in chemotherapy had 
lowered the fatality rate in controlled series of cases and proved 
its value in certain kinds of pneumococcal infection, the com- 
plications of pneumonia were such that it would not 
be justifiable as yet to look for any substantial effect on 
mortality from the disease in all its forms. Mr. Brown 
furnished Mr. Messer with the following table: 


Cases of Deaths from 
Acute Primary Deaths from Influenza 
and Influenzal Pneumonia with Pneumonic 
Pneumonia (all Forms) Complications 
Notified 
1932 57,401 30,743 5,716 
1933 65,009 31,259 10,744 
1934 51,483 29,751 2,505 
1935 901 27,843 3,325 
9 46,167 © 28.890 2,830 
1937 55,896 30,331 8,910 
: 45,160 27,467 2,179 
1939* 42,312 23,403 3,588 
1940* 47,875 29,195 4,852 
1941* 942 26,418 2,880 


* Including non-civilians. 


Further asked the relation between the number of cases of 
acute primary and influenzal pneumonia notified and the actual 
incidence of these conditions, Mr. BROWN said that as there was 
no other reliable evidence of the incidence of pneumonia than 
that afforded by statutory notification he could not give the 
desired information. He did not believe there was substantial 
failure to notify pneumonia. Medical opinion was that there 
was over—rather than under—notification, and that conditions 
that could not strictly be described as pneumonia were so 
described. 

London Medical Schools: Admission of Women 


In answer to Prof. A. V. Hill on August 6 Mr. BEvIN 
said he knew some medical schools in London did not accept 
women students. Whether such schools should accept them 
was a question for consideration by the Committee on Medical 
Schools. Prof. HILL suggested that the Minister should refuse 
to reserve any more men to begin the study of medicine in these 
schools unless the schools agreed to take in a proportion of 
women. Mr. BEvIN said he must take all relevant facts into 
sideration before he agreed to _ reservations. No one 
= more than he the rigidity of the medical trade union 
rules. 

High-frequency Apparatus 

Sir FRANCIS FREMANTLE inquired on August 6 what steps 
had been taken to enable medical practitioners to obtain release 
of their apparatus and resume treatment by ultra-violet and 


deep-ray therapy, as urged by a deputation from the 
Parliamentary Medical Committee and the British Medical 
Association. Mr. GRIMSTON announced in reply that under a 
Home Office Order issued in the previous week these medical] —— 
practitioners were now free to apply to the Post Office for af .. 
permit to use the apparatus in question. Permits would} Si, 
normally be granted subject to the provision of screening to an} of Di 
approved specification in order to avoid electrical interference] be ha: 
with essential communications. A Press Notice (see Supplement, os 


August 15) issued by the Home Office gave full information. ay 
Medical Examination for Naval Flying Duties The 
In reply to Admiral Sir Murray Sueter on August 5 Mr, ca 


ALEXANDER said there was no difference between the method : 
and severity of the medical examination for entry for Navalg {8 
flying duties and that for flying duties with the R.A.F. Before 
appointment to Medical Boards all medical officers underwent 
a special course of instruction in the medical examination for 
fitness for flying. There was close liaison between the medical 
departments of the R.A.F., and R.N. regarding the medical 
standards and methods of examination of candidates. Medical 
Boards received instructions, as necessary. In cases of doubf The 
regarding the medical fitness of a candidate for Naval flying] mitted 


duties, the case was referred to a civil or Service specialist. teachir 
the wi 
Organized Science in the War Effort time 2 


Sir JOHN ANDERSON told Mr. Stokes on August 6 that the that th 
Scientific Advisory Committee had not been asked to makea wey 
report on the organization of the higher direction of ou]: me 
scientific effort in the war. Certain representations to the “4 
Government by leading members of the Scientific Advisory 
Committee and Engineering Advisory Committee were under wedica 
consideration. 

Captain Plugge and other Members have tabled a resolution} Dr. 
calling for a whole-time Central Scientific Technical Board. a prisc 


Sale of Tuberculous Cows.—Mr. R. S. Hupson said on Aug. 6} awarde 
that he was unaware that certain agricultural papers gave advice Medici 
suggesting the sale in the local markets of cows suffering from 
tuberculosis and other infectious or contagious diseases. Slaughter 
with compensation, as in the case of foot-and-mouth disease, wa] Dr. 
impracticable. Univer 


Nervous Diseases and Army Service——Captain York on Aug. 6 Havan: 
asked the Minister of Pensions to set up a research committee tof tion of 
consider what diseases, including epilepsy and petit mal, were AF 
brought on by Army service in cases where no previous history off. ; 
the disease was evident. Sir WALTER WomMERSLEY replied that there} ™ Pari 
were in being an adequate number of research committees and other| Carrel 
expert bodies which he consulted on the connexion of various 
diseases with Army service. One of these committees was consulted 
at the outbreak of this war with regard to the diseases mentioned. 


Civilian Doctors with the Army.—In a reply to Mr. Beaumont on ; 
Aug. 6, Mr. Duncan Sanpys said that where civilian medical prac In E 
titroners were employed full-time to look after sick military per- gs. 
sonnel, the latter had always an officer responsible for i : 
administration and discipline. It was therefore unnecessary tof XCept 
grant honorary commissions to full-time civilian medical practicum record 
for this purpose. 


Osteopaths —Mr. HANNAH asked on June 6 what public recog- 
nition was given to osteopaths and whether in the event of their 
being liable to service any use was made of their healing ability.)*ute | 
Mr. Brown answered that in view of the recommendations in the} The 
report of the Select Committee of the House of Lords on thejweek f 
Osteopaths Registration and Regulation Bill, 1935, Parliament had] Middle 
not thought fit to confer any official recognition on osteopaths oF tOlyere r¢ 
accord them any of the rights specially accorded to registered 


medical practitioners He understood that the Services did not ae 
make use of the special manipulative technique of osteopaths. alton 
Notes in Brief The 

Weekly 


Accidents reported under the Factories Act in the last Hany si 
months of 1939 were: 465 fatal, 68,980 non-fatal; in 1940 1,37) "Y S!Z 
fatal, 230,607 non-fatal; in 1941 1,646 fatal, 269,652 non-fatal; in h 
1942 (January to June) 699 fatal, 153,087 non-fatal. The figures irly c 
for 1942 are provisional and subject to correction. 


Mr. Brown has under immediate consideration the release from 
the Emergency Hospital Scheme of a further 200 beds for tuber 
culosis cases in Wales. 


The number of mental defectives under guardianship in England 
and Wales at January 1, 1939, and January 1, 1940, were 4,531 and 
4,723 respectively. 


_ Up to the end of June pensions had been awarded for disabilitie y 
in the gastro-intestinal group in slightly over 10,000 cases discharge¢ 
from the Forces as invalids. : 


The number of disabled persons to whom pensioe ¥. being id 
,000, of whorl 
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Medical Medical News INFECTIOUS DISEASES AND VITAL STATISTICS 
medical] We print below a summary of Infectious Diseases and Vital 
e for a Statistics in the British Isles during the week ended August 1. 
‘ : ‘ : + Figures of Principal Notifiable Dis-ases for the week and those for the corre 
would) Sit. Harold Scott will retire on August 31, 1942, from the post : ‘ j 
1g to agf of Director of the Bureau of Hygiene and Tropical Diseases which county) Se 
rferencel he has held since 1935. The Secretary of State for the Colonies has Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
rlement| appointed Dr. Charles Wilcocks, the present Assistant Director of are for: (a) The 126 great towns in England and Wales (ingluding London). 
4 ‘lthe Bureau, to be Acting Director, with effect from September 1 (b) London (administrative county). (c) The 16 principal towns in Scotland. 
ion. 1942 ’ ¥ oes bo 13 principal towns in Eire. (e) The 10 principal towns in Northern 
The College of Physicians of Philadelphia awarded the Alvarenga A dash — denotes no cases ; a blank space denotes disease not notifiable or 
5 Mr Prize on July 14, 1942, to Dr. Edwin J. Cohn, Professor of Physio- "© Teturn available. 
mothe al logical Chemistry, Harvard University, in recognition of his dis- : 
: New tinguished contribution to our knowledge of blood proteins. This ; 1942 1941 (Corresponding Week 
Before Prize was established by the will of Pedro Francisco DaCosta Disease @ |o!|oOl@ | ©! @ lwmlold 
derwell Alvarenga of Lisbon, Portugal, an Associate Fellow of the College of | 
tion for Physicians, to be awarded annually by the College of Physicians on Cerebrospinal fever .. 69} 5} 28; 2) 2 147) 8 34 2 § 
medial each anniversary of the death of the testator, July 14, 1883, to the Deaths a. +) § i= 
medical author of the best memorial upon any branch of medicine, which Diphtheria 650| 33] 161 65| 13 126) 201 22 
Medical ™Y be deemed worthy of the prize.” Deaths 12) — 2 20] — 2 
doubif The Minister of Health has concurred in a recommendation sub- Dysentery 64, of — 
al flying} mitted to him by the Medical Personnel (Priority) Committee that Deaths ald ce —|-|- —|-—|— 
list. teaching bodies should be advised to abandon for the duration of aaaieetes fedieaein 
time attendance of medical men and women for a_ considerable Deaths 
hat the period.” In a circular letter to deans of medical schools asking Enteri ae oe | 
tha that this recommendation should be brought before the management sl 3 
body, the Minister states that he holds the view that any student who Deaths 
o ‘the is fit to follow such a course of instruction, even though he may - 
the} perhaps be unfit or ineligible for military service, should undertake — = 4 & 5} 1 
phe work of such a nature as would result in the release of another iain | 
re UNC medical practitioner for service with His Majesty’s Forces. Infective | enteritis or | 
ssolution| Dr. Elsie V. Crowe, F.R.C.S.Ed., is now officially presumed to be 119 
yard. a prisoner of war in Sumatra. Deaths ais st 42} 11; 10; 9) 4 50} 2) 13} 9 1 
Dr. Juan P. Garrahan, a Buenos Aires paediatrician, has been Measles 6,476| 740) 144) 53) 761 3,330) 96) 63| 152) 1 
n Aust awarded the 1941 prize of the Buenos Aires National Academy of Deaths 
a Medicine for his article on “ Prothrombin, Vitamin A, and  Ophthalmia neonatorum 341.1, 781 46 
Slaughter Haemorrhage in the Newborn Infant.” Deaths .... 
ease, Wa} Dr. Rudolph Matas, emeritus professor of surgery at the Tulane Paratyphoid feve: 6 2) 6 —|— 
University of Louisiana, has been presented with the medal of Deaths ae | — _ —|-—|— 5s}—|—|—|— 
n Aug. 6} Havana, the highest distinction conferred by that city in commemora- infl | 41 — | al asst 
mittee tof tion of Dr. Carlos I. Finlay. Deaths (from influ- 
that there in Paris in the building of the Rockefeller Institute, with Dr. Alexis | Pneumonia, primary .. 112} 17 127] 17 
and other} Carrel as director. Deaths _ 
f various Polio-encephalitis, acut 4; — 2| — 
— 
ntioned. 
EPIDEMIOLOGICAL NOTES Poliomyelitis, acute .. 9; — 2 #2— 29); — 7 — 
foal Discussion of Table Deaths 
- In England and Wales during the week a reduced incidence 
Pu al fe — |— 17, 2) — 1 1; 20 1; — 
ry for of the notifiable diseases with the Deaths | = 
essary tof*Xception of puerperal pyrexia, of which 6 more cases were : = 
actitiones| ecorded. The largest of the decreases were those of measles 
341, acute pneumonia 61, diphtheria 60, scarlet fever 60, 
lic recog: dysentery 37. The returns for cerebrospinal fever were the Relapsing fever — | — 
tof ther] West since the first week of 1940, and the notifications of _ Deaths 
ng ability}’cute pneumonia were the lowest for almost a year. Scarlet fever .. | 1,456 73) 2531 41) 1 895| 34 99! 42) 28 
ys in the) The largest fluctuations from the totals of the preceding aths | — Es — 
is on thejweek for whooping-cough were those of Yorks West Riding, 
aths were recorded. 
increase in the incidence of measles occurred in London Typhoid fever 9). | | | 
and Yorks West Riding, where the cases were 45 and 67 in 
«cess of the previous week’s total. Typhus fever 
The notifications of dysentery, 64 cases, were the lowest Deaths 
weekly total August. The only local outbreak of Whooping-cough .. | 1,116 104 10 SO, 12) 4,369| 259) 41| 99) 24 
940 1,3 ny size was that of Birmingham C.B., 12 cases. Deaths 
-fatal; in}, In Scotland the incidence of measles, which had been at a “Deaths (@-Tyear) | | ‘how es the i 
he ogf fairly constant level for a month, fell, and the lowest weekly = ee ine bits) 
lotal since the end of February was recorded. Of the 52 cases weit | 
7 oul if dysentery 25 were notified in Edinburgh. Deaths (excluding still- | 
ease ber In Belfast the epidemic of measles appears to be ending ; births) oe oe | 3,764) 505} 514) 157| 117] 3,854) 465) 560) 165) 128 
for tuDei4 cases were notified compared with 118 in the precedin k ee | 
Pp preceding week. 1,000 persons living) | 11-6] 10-5} + 12-2} 11-0} ¢ 
Small-pox 
pland i .. | 6,430) 7 49) 4 4, 36) 832) 399) 184 
and). No further cases of small-pox had been notified in Glasgow per 1,000 | 
the the month. The total cost incurred persons living .. | 17-6| 31-4) + 16-9] 26-5| + 
. send V the city as a result of the outbreak is estimated to be between —, | 
of Stillbirths 234, 34) 26 167; 11) 33 
eee 0,000 and £60,000. Rate per 1,000 total | 
Returns for the Week Ending August 8 births (including | 
being. pail The notifications of infectious diseases in England and Wales 
of whom luring the week included the following number of cases: * Includes primary form for England and Wales, London (administrative 


al disablefarlet fever 1,340, whooping-cough 953, diphtheria 580, 
es. Measles 5,619, acute pneumonia 413, cerebrospinal fever 77, 
lysentery 82, paratyphoid 15, typhoid 6. 


county), and Northern Ireland. 


+ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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_. QUERIES AND ANSWERS 
Blood Injection in Tuberculosis 

Dr. J. H. FiercHer (Merthyr Tydfil) writes: May I use your 
columns to inquire whether any attempt has been made in the 
cure of tuberculosis to administer to the patient repeated 
systematic intramuscular injections of blood (of same blood group) 
as that of the patient) taken from a cured person or from a 
healthy individual whose family history shows no evidence of the 
disease, with the object of transferring the immunity from the 
cured or healthy to the sick, as is now advocated and practised in 
the treatment of measles? 


Castor Oil in Infective Hepatitis 

Dr. E. K. Rute (South Perth, Western Australia) writes: It was 
with interest that I read Dr. J. L. Newman’s article on an outbreak 
of infective hepatitis in the Lavant Valley (Jan. 17, p. 61). I 
should be glad to know if the doctors in charge of these cases 
made any observations with regard to the administration of castor 
oil. While staying at a country town in Victoria recently I 
encountered a similar epidemic, and my own family and those 
of my neighbours suffered from the disease in varying degrees. 
In all of those cases in which castor oil was administered I noticed 
that the patients became rapidly worse and signs of biliary obstruc- 
tion supervened, whereas there was no such sudden change in 
those not receiving castor oil. In the former the effect was so 
marked and the appearance of the clay-coloured stools so imme- 
diate that I felt convinced it was the castor oil which at least 
precipitated the obstructive symptoms. If this observation is con- 
firmed it would seem to have an important bearing on preventive 
treatment, since castor oil is so frequently administered to children 
suffering from nausea and vomiting. 


Income Tax 
Service Pay: Basis of Assessment 
T. N. is assessed for 1941-2 on (a) his civil earnings for the year 
1940-1, and (b) his official emoluments for the year 1941-2. Is 
this correct? 

** Yes. As the Service appointment did not begin until 
August, 1940, 1941-2 is the second financial year since commence- 
ment, and by statute tax on the emoluments is chargeable on the 
basis of the current year’s earnings. As the civil earnings are 
regarded as coming from a continuing source, the legal basis is 
the previous year—which will, of course, continue to apply if 
and when T. N. returns to the practice. 


LETTERS, NOTES, ETC. 
Quinine in Malaria 


Dr. R. J. MARSHALL writes: During the four and a half years spent 
by me in Spain from 1893-8 as assistant medical officer to the Rio 
Tinto Co.,-part of my.time was taken up in studying microscopi- 
cally the various types of malarial fever so prevalent there. They 
were principally of the benign type, tertian and quartan. I found 
that the best results in treatment were obtained by administering 
quinine in one daily dose of 30 grains about 2 hours before the 
expected rigor. This is following the advice of the Italian observers 
Marchiafava and Bignami, whose book was published by the 
Sydenham Society. According to them the young parasites are 
most vulnerable at the moment of birth. I seldom found a dose 
of this size cause any unpleasant symptoms, and the results were 
much more effective than when the drug was given in divided 
doses. This can easily be verified experimentally in a case where 
there is a double infection. A single-dose. of 10 grains given 2 
hours before one attack may for several days cut out a recurrence 
of this attack or modify it considerably without affecting the other. 


Scabies 
Dr. W. F. BensTep-SMITH (Newton Ferrars), writes: 
well to call attention to a common and often unrealized centre of 
infection—the local dance hall. I am impressed by the number 
of cases in clean homes which are possibly contracted in this way, 
It probably accounts also for a number of those infected on leave, 


An Interesting Breech Delivery 
Dr. W. L. Macponatp (Charlottetown, P. E. I.) writes: 
called one night about 2 a.m. and informed by an excited woman 
that Mrs. A. had her baby while sitting on the toilet seat. | 
asked her to get the baby out before it drowned. She said she 
couldn’t get Mrs. A. off the seat. I dressed, drove about a mile 


I was 


to the house, and found Mrs. A. still sitting on the toilet. On 


helping her off I found the baby head-first in the toilet water, 
blood, etc. After extracting the baby feet first and giving it a 
slap on the bottom, I was much surprised to hear it give a lusty 
cry. Its life was saved by the placenta remaining intact in utero, 
and the cord not breaking. , 


MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal for August 20, 1842: 


“‘ The Chairman said he had next to call on them to drink a toast 


to which he anticipated a prompt and most enthusiastic response 
—it was that of the founder of the Association, Dr. Hastings. When 
they remembered that ten years ago the members of the medical 
profession in the provinces were without any common bond of union 


(hear, hear) ; that although they possessed within themselves the | 


elements of great strength, of moral energy, and of high character, 
yet these were of little use, because they were never found joined 


together for any practical purpose (cheers) ; when they remembered, }- 
also, that it was to Dr. Hastings they owed the formation of this} — 
great Association in which, for the first time, they had found that §- 


bond of union which they had long so much required—which had 
given to them an amount of influence, and produced among them a 
degree of harmony which had never before existed—which had the 
effect of bringing together the members of the same profession from 
one end of the kingdom to the other to meet at some common 
point, where old friendships were renewed and new friendships 
formed, never afterwards to be forgotten—which had furnished 
them with an inducement sufficiently strong to draw them for a 
season from their homes, in order that they might interchange 
feelings of mutual friendship and good will, and unite not merely 
to uphold the honour and dignity of the profession, but also for 
the more extended diffusion of scientific knowledge, and so to 
benefit mankind; when, he repeated, they bore in mind that it was 
to Dr. Hastings, the secretary and founder of the Association, that 
they owed these manifold advantages, he was sure they would need 
no stronger motive to induce them to drink this*toast with all the 
honours which it was possible for them to bestow upon it. (The 


toast was drunk with the most enthusiastic cheering, which was e 


repeatedly renewed.) 

In his reply Dr. Charles Hastings said, among other things, “ It 
is a proud distinction to me to be considered the founder of this 
noble institution ; and when ten years ago I commenced, in 
conjunction with many friends I now see around me, the formation 


of this Association, I little dreamt of its ever attaining the eminence } 


it has already acquired. During those ten years, Sir, our Association, 
like the noble oak of the forest, has struck its roots deeply into 


the midland counties, and has thrown out vigorous branches to the}. 


north and to the south, to the east and to the west. During this 
comparatively short period what have we done? I am aware that 


this question has been sometimes asked tauntingly—but what have t 
i We have every reason for answering this question ;§- 
not indeed in the spirit of self-glorification, but with truth andf- 


we done? 


modesty, in order that we may place our claims to public confidence 
on their true footing. In reply, we have every year published a 
volume of “ Transactions,’ and that these ten volumes form a rich 
treasury of practical information ; and more especially, we have 
done more towards accomplishing that very. desirable object,. the 


procuring a medical topography of England, than had previously ie 


been effected. We have thus, in a scientific point of view, raised 


the character of the provincial profession, who heretofore, notwith-F- 
standing many eminent men had arisen among them, had no claim} 


as a body to any distinction. We have also, during the last year, 


succeeded in supplying to every member of our Association af 


weekly journal [the Provincial Medical Journal, forerunner of the} 
British Medical Journal] as a vehicle by which all discoveries made f~ 
in this active and experimenial age are conveyed to the remotest — 


villages in England, and a boon is thus conferred on suffering}. 


humanity.” 


It may bef 


Taken from an account of the dinner held at the anniversary f 


meeting of the Provincial Medical and Surgical Association in 
Exeter. 
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